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FOREWORD 


Teachers of the Medical Sciences in India 
have for a long time felt the need of text-books in 
these subjects written by Indian teachers present- 
ing the conditions as they exist in our country. In 
no subject is such a presentation more desirable 
than in psychiatry. Text books on medicine, 
obstetrics, public health, bacteriology have been 
published in India, but as yet we have had none 
on psychiatry. We, therefore, welcome this book 
on Behaviour Problems of Children written by 
Dr. J. C. Marfatia. Though human nature may 
be the same all the world over, the growth and 
developmental pattern is modulated by social, 
economic and other environmental factors. Our 
problems, therefore, differ from those in other 
countries in as much as the above mentioned fac- 
tors are different. 

Dr. Marfatia has had the benefit of a long ex- 
perience in the Child Guidance Clinics in Bombay 
and also of being a Teacher in the Grant Medical 
College and Sir J. J. Group of Hospitals. He has 
been able to incorporate that experience in his 
book, adding and embellishing the basic knowledge 
he has acquired from the Western Teachers. This 
book will be useful to our undergraduates as well 
as to those who intend to pay special attention to 
pediatrics. 

A second factor that is especially gratifying to 
us is that the author has agreed to publish the book 
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as a publication of the Association of Pediatricians 
of India. This is the first publication of the Asso- 
ciation, besides its monthly journal, the Indian 
Journal of Child Health. Now that the Association 
has ventured on this road, we hope it will be able 
to do more in the coming years and publish books 
on other aspects of pediatrics, 


G. COELHO 
Chairman, Governing Council 
The Association of Pediatricians of Indie 


APPRECIATION 


It is with great pleasure that I am writing this 
brief note in appreciation of Dr. J. C. Marfatia’s 
book on Behaviour Problems of Children. I am 
conscious that on so specialised a topic I am not 
fully competent to write, but I cannot but 
accede to the request of a colleague of mine, as 
Dr. Marfatia has been for a number of years taking 
classes in Psychiatry in the Tata Institute of Social 
Sciences. He is also Psychiatrist in the Child 
Guidance Clinic run by the Tata Institute of Social 
Sciences. It would be fair to mention that Dr. 
Marfatia wanted me to write the Introduction, but 
I prefer to cali it an Appreciation. 


It has been a source of frequent complaint that 
our medical men are usually so busy with their 
private practice that they do not spend any time 
in research which could benefit the profession and 
the public at large. It has to be stated to the 
credit of Dr. Marfatia that although he has a busy 
practice as a psychiatrist, he has been able to spare 
some time—perhaps it would be more correct to say 
literally stealing some time—for writing this book. 
It is noteworthy feature of this book that instead 
of making use of illustrations cited in English 
books, Dr. Marfatia has made copious use of exam- 
ples that fell within his own practice. 

I have gone through the book with great inter- 


est and profit. I have not the slightest doubt that 
the book will be found extremely useful and in- 
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structive by all who are interested in the problems 
of children, and especially by the students who 
will find in a comparatively brief span a great 
deal of very useful material. The whole subject 
was comparatively unknown till half a century ago. 
At the end of the last century, psychology, one 
might say, was in a comparatively primitive stage. 
It was only the genius of Freud, and his collabora- 
tors Jung and Adler, that psychology discovered 
the unconscious and entered a new phase of life. 
Till then children were looked upon as just little 
angels, with no special problems of their own. But 
science and psychiatry while destroying the illu- 
sions of problemless children opened a new chapter 
in the understanding of children which in the long 
run has developed into a science by itself enabling 
the grown up generation to deal scientifically with 
the numerous problems that children’s behaviour 
has brought to the forefront. 


t in connection with 
er tantrums. The topic of 
n dealt with restraint and yet 
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wtih understanding. The chapters dealing with 
day-dreaming, stealing, mentally handicapped child- 
ren and scholastic backwardness are full of infor- 
mation which may not be new to people in the 
West but would certainly be found to be literally 
eye openers to many a parent and teacher in India. 


Then comes the last and crowning chapter on 
child guidance treatment and the necessity of 
clinics. It is the longest chapter in the book and 
deals effectively with the different ways in which 
the problems of children can be dealt with and 
solved through a sympathetic understanding and 
treatment by qualified psychiatrists. Compared to 
the West, India is woefully lagging behind in this 
respect, but it is a matter of pride that Bombay 
has, as in so many other directions, given a lead by 
having child guidance clinics. The famous Swedish 
feminist, Ellen Key, wrote a remarkably striking 
book: The Century of the Child. It is a recogni- 
tion of the importance of childhood in human life; 
how a happy childhood makes for a happy adult 
life, while the unsolved problems in the mazes of 
a child’s life ultimately saddles society with back- 
ward children, delinquents, adult criminals and 
mentally defectives. Dr. Marfatia has deserved 
well of the Republic, if we may use a well-known 
Roman phrase, for he has opened to many in India 
a new world, fascinating in its interests and im- 
portant in its consequences by Jaying bare the 
often unrecognised problems which hamper the 
development of children. 

I note with particular pleasure that some of 
the chapters originally appeared as articles in the 
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Indian Journal of Social Work which has been 
brought out for over a number of years by the 
Tata Institute of Social Sciences, 


A. R. WADIA 
Director 
Tata Institute of Social Sciences 
Bombay 


PREFACE 


There is a mass of literature dealing with 
psychiatric problems of children and child guid- 
ance methods of treatment. A lot has been written 
on the subject and I have made no attempt to give 
either a complete account of the subject or of the 
development of modern psychotherapy. No attempt 
is made to replace standard books on the subject. 

This book is written at the suggestion of medi- 
cal students and social work students who have 
repeatedly told me to compile my lectures in the 
form of a book. Since I also felt that some sort of 
comprehensive presentation on child guidance for 
the students was overdue, I have ventured to write 
this book. I have sought to give a concise and, I 
hope, an adequate account of the essential facts 
based on clinical practice, personal experience, 
lecture notes and my articles in various journals 
and reference to various standard books on the 
subject. 

Cultural and environmental factors responsible 
for causing behaviour disorders but which are 
peculiar to and characteristic of Indian families, 
have been emphasized wherever necessary. 

The book is addressed primarily to students 
working or intending to work in child guidance 
clinics, medical practitioners, and medical and 
psychiatric social workers. It may prove useful to 
students who are specializing in pediatrics and to 
students for the Diploma in Psychological Medi- 
cine. As the book is written as far as possible in 
non-technical language, it may be of use to proba- 
tion officers, teachers, parents and others who are 
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actively concerned with the mental welfare of the 
child. 

My thanks are due to my teacher Dr. G. Coelho, 
M.B., B.Hy., M.R.C.P. (Lowpon), F.C.P.S., Con- 
sulting Specialist in Diseases of Children, Byramji 
Jeejeebhoy Hospital for Children; Honorary Pedia- 
trician, Bombay Hospital; Chairman, Governing 
Council, The Association of Pediatricians of India, 
for writing the Foreword to the book. 

I am thankful to Prof. A. R. Wadia, Director, 
Tata Institute of Social Sciences, Bombay, for 
writing what he prefers to call an ‘Appreciation’. 

I am grateful to Dr. Miss G. R. Banerjee, 
Reader in Medical and Psychiatric Social Work, 
Tata Institute of Social Sciences, for the most gene- 
rous and understanding support iñ preparing this 
book. It was her constant encouragement which 
finally made me attempt to write this book. 


I am deeply indebted to the Governing Coun- 
cil, The Association of Pediatricians of India, for 
agreeing to publish the book and for the invalu- 
able advice and generous help at every stage of its 
production. 

I am thankful to the Editors of the various 
journals for allowing me to publish material from 
my articles published in their journals. 


I take this opportunity to express my gratitude 
to several teachers and to many writers who have 
contributed to my knowledge. I offer grateful 
thanks to my little patients and their parents for 
providing me with a source of material for know- 
ledge and experience. 


J. C. MARFATIA 
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CHAPTER I 
CAUSES OF BEHAVIOUR PROBLEMS 


Behaviour problems in children are not disease 
entities but symptoms or reactions caused by 
emotional disturbance or environmental maladjust- 
ment. Fundamentally, it is the faulty development” 
of the personality, and not any organic disease in 
the body, that is responsible for those behaviour 
problems. At the same time, it should not be for- 
gotten that there are certain nervous conditions like 
epilepsy, post-encephalitic sequelae, chorea; endo- 
crine diseases, etc., which may be responsible for a 
given behaviour problem. A medical practitioner 
should exclude these conditions by a thorough 
physical examination and after correcting minor 
physical disorders like enlarged tonsils, adenoids, 
cervical glands, and defective vision, etc., he should 
refer the child to a proper institution for correct 
psychological treatment. Much valuable time is 
lost by pursuing orthodox methods or allowing 
Nature to take its own course; instead of helping 
the child or his parents, it may only do untold 
damage, though unintentionally, to the child’s . 
personality. 


Every family has its own problems in rearing 
children; and parents tackle them in their own 
way. In quite a number of cases, the problem is 
dealt with effectively and in some, the children, on 
their own, get over their behaviour difficulties 
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without any outside help. The question then arises: 
when is a child a ‘problem child’? A child is 
generally termed a problem child when parents, 
guardians or teachers fail in their efforts to cure it 
of its undesirable conduct or behaviour. In this 
connection, it may be mentioned that certain forms 
of conduct which constitute a behaviour problem 
in one social set up are not necessarily regarded so 
by those belonging to another; for example, it is 
no behaviour problem if a child has criminal pro- 
pensities and these are encouraged and applauded 
by parents who are themselves criminals. Thus it 
is not possible to speak of the term behaviour pro- 
blem without reference to the standards and codes 
of the social group to which the child belongs. 


Attempts to understand any child’s behaviour 
are complicated by the fact that no two children 
resemble one another. There are constitutional 
differences in children, not only in physical make- 
up and intellectual capacities, characteristics which 
are measurable, but also in personality charac- 


teristics for which available measurements are 
crude and open to error, ~ 


Parents often express amazement at the fact 
that their oldest child has always been good- 
natured, stable and well-adjusted, whereas the child 
younger to him has food fads, temper tantrums and 
also fidgetiness eyen though according to the 
parents, both have been treated alike. 
nition and acceptance of these individua 
and differences are fundamental in the 
training of children. The same appli 
guidance work, 


The recog- 
l variations 
rearing and 


es to child 
All children are not created equal. 
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They do not all develop physically, mentally, cr 
emotionally at the same rate. They do not all react 
to seemingly similar situations in the same man- 
ner. Parents or teachers who try to force children 
into the average mould or try to make them con- 
form to their own pre-conceived notions of what is 
normal or abnormal, provoke futile and harmful 
conflicts. 


Nothing is so much maligned as heredity for 
the many ills the causation of which is not under- 
stood. Behaviour problems are no exceptions. Very 
often parents find it difficult to believe that environ- 
mental factors, one of them being their own faulty 
methods of upbringing, can be responsible for the 
abnormal behaviour of their child and blame here- 
dity for it saying, “it’s in the family’. If it is 
pointed out to a mother that it is not normal for 
her child to have temper outbursts, she may say 
with perfect equanimity, “it’s in the family, his 
father has them”, little realizing that the child’s 
temper outbursts may be just an imitation of his 
father’s. This is not to say that heredity is com- 
pletely absolved of any responsibility. The ques- 
tion, whether heredity or environment, whether 
Nature or Nurture, is responsible for shaping a 
child’s personality and character, on which depends 
his behaviour in certain sets of circumstances, has 
been the subject of controversy for ages. This con- 
troversy has created two distinct schools of thought, 
viz., the heredity school and the environmentalist 
school. There is a third group which steers clear of 
these two and holds that both heredity and environ- 
ment are responsible. The question is best answered 
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by a counter question, ‘Shall the gardener pin his 
hope on careful cultivation of the soil, or on selec- 
tion of the best seed?’ The practical gardener 
thinks that both are necessary. 


Basic emotional needs and Parent-child relationship 


It is usually impossible to be certain about the 
extent to which the personality traits of a particular 
‘child are due to inherited deviations or to experi- 
ence, training and education, society’s attitude 
toward him and his family group or his world in 
general which may have been a reaction to his 
personal relationships with others. Patterns of beha- 
viour develop and become habitual perhaps because 
they meet some need of the child. The child as we 
see him clinically, therefore, is the product of his 
inherited equipment as well as of the influence of 
environment on his potentialities. From early in- 
fantile life the child remains in closest association 
with his parents. Parents are the most prominent 
objective facts for the child in its early age, and so 
they become the objects of chief interest. The whole 
development of the child’s’ personality, including 
the super-ego, depends mainly on the environmental 
influence of the parents. The first five or six years 
are the most formative period of the child’s life. 
His mind is very plastic and takes whatever mould 
it is given. One can easily imagine how parental 
attitudes can shape the character and personality of 
the child. Parent-child relationship forms the crux 
of the whole problem of child-psychology. The most 
fundamental emotional needs of the child can be 


satisfied only if the parent-child relationship is “ 
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healthy. Just as vitamins are absolutely necessary 
for healthy and normal physical development and 
growth, so also for the development and growth of a 
healthy and well-integrated personality the funda- 
mental emotional needs of the child must be satis- 
fied. Non-satisfaction of these needs leads to emo- 
tional maladjustment and behaviour problems in 
children. 


/ Need for emotional security in the form of 
parental love is one of the most vital needs of the 
child. At all ages, the child needs to feel that he 
is wanted and is loved, not so much because of his 

“good behaviour but because he is himself. The 
emotional relationship which is established in child- 
hood with his parents greatly determines his feeling 
toward other people in later life. Emotional security 
is not only a prime essential for the formation of 
a normal and healthy personality but is also the 
basis of all human relationships, such as, parent- 
child, teacher-pupil, counsellor-client, employer- 
employee, doctor-patient, etc. The child needs to 
feel that his home is stable. He needs confidence in 
his parents. He must feel that his parents and his 
home a¥e a dependable refuge in times of adversity. 
A child that feels reasonably secure faces life with 
courage and self-confidence. He is confident about 
his future, strives for his objectives in life and is 
able to enjoy his work and life in general. But too 
much of this emotional security in the form of over- 
protective attitude is harmful. An oversheltered 
childhood may lead to the development of an over- 
dependent, timid, infantile and an immature 
personality. 
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./Proper emotional growth is another important 
basic need of the child. There is need for increasing 
independence. The ability to assume independence 
is not a sudden acquisition in later adolescence but 
rather the result of growth, experience and training 
throughout childhood. This desire and need for in- 
dependence is greatest during the pre-school years. 
He wants to do everything himself. He wants to 
eat by himself, dress himself, wants to tie his cwn 
shoe-lace; in short, he feels that everything is within 
his capacity to achieve. Very often this desire for 
independence is not accepted by parents because 
they fear that their authority is thereby under- 
mined. When a child who has always been obedient, 
starts exercising his own mind by saying ‘no’, argu- 
ing and making his own decisions, he is accused 
of wilful disobedience by the parents. The parents 
should encourage this need for independence and 
allow the child to fight his own battles of life. In 
doing so, they must recognize the child’s limitations 
and need for direction. 


, Another outstanding emotional need is that for 
approbation, recognition and response. Like adults, 
children want their accomplishments to be applaud- 
ed and recognized. Children desperately want the 
approval not only of their parents but also of their 
teachers and play-mates, When a child, who comes 
home jubilant over his success in the school, say, 
obtaining a second rank in a class of thirty children, 
tells his mother proudly about his achievement, he 
expects praise and recognition. Instead, suppose he 
is greeted with the remarks, ‘So what? Look at 
the neighbour’s child; he always stands first in 
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his class.’ The effect on the child’s mind can be 
easily imagined. It is exactly the opposite of what 
ihe mother expects. She believes that the un- 
favourable comparison of her child with the 
neighbour’s would stimulate hers to greater effort. 
The child, knowing that he does not get praise 
whether he achieves success or not, makes no fur- 
ther serious effort because he finds no incentive. 
When parents display interest in the child’s 
activities and pleasure in his accomplishments, he 
is not likely to become bored with life. Even routine 
tasks, which he would otherwise consider drudgery, 
become not only tolerable but a matter of pride, 
and the foundation for later feelings of responsi- 
pility is thus laid. When the parents see nothing 
but shortcomings in the child, he is likely to be ~ 
unhappy, oversensitive and defensive; ‘some chil- 
dren who cannot or do not win recognition for 
socially desirable behaviour find their satisfaction 
in the notoriety which comes from anti-social 
behaviour’* But praising the child in the presence 
of others must be avoided. 


Early childhood is normally characterized by y 
great physical and play activity, which is another 
very important emotional (and physical) need and 
must be satisfied. It is through play that the child 
grows physically, emotionally and socially. The 
child works out his emotions and unconsciously 
gains a definite, free and concrete expression of his 
inner cravings, attitudes and wish phantasies. There 
is value of release, or freeing the child from the 


* Shirley, H. F. ‘Psychiatry for the Pediatrician’, p. 57, 
The Commonwealth Fund, New York, 1948. 
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tension of pent up feelings. Extensive use of play 
is made not only in the investigation of children’s 
emotional and social difficulties but is also used for 
therapeutic purposes. 


It is very essential that there is in the home a 
concrete ideal after which the child can mould his 
own personality, The child needs a pattern for 
organizing his growing powers and capacities. 
Harmonious home life is not possible without some 
authority, order, and limitation. There is a pre- 
judice among certain people against the principles 
of child guidance. They believe that full freedom 
is given to children attending child guidance clinics 
and that they are allowed to do what they like; and 
the parents are advised to do likewise at home, 
even to the extent of allowing the child to break 
window panes or destroy furniture, and thus allow 


him to be spoiled. Nothing is farther from the 
truth. 


Where there is no discipline or when authority. 


is divided or inconsistent, the result is nothing but 
chaos in the home. Authority alone is not enough 
to keep order; it may be ineffective and harmful if 
it is not understanding, reasonable and just. The 
child needs to learn that certain things are not 
done. It is constructive to direct the child’s activity, 


thus teaching him that he can satisfy his urges in 
acceptable ways. 


A careful study of the above mentioned basic 
emotional needs of the child shows that the satis- 
faction or otherwise of these needs depends entirely 
on healthy parental attitudes towards children. 
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Some of the faulty parental attitudes, which 
form one of the most outstanding causes of neurotic 
and behaviour disturbances in children are: 
overprotection or over-acceptance; rejection 
which includes punishment, partiality and favouri- 
tism, unnecessary and unfavourable comparisons, 
too much discipline as indicated by over-domination- 
expecting implicit obedience from the child in every 
little manner, nagging, exacting too much work, 
pushing at studies, etc.; inconsistency in discipline; 
unharmonious relations between parents; and neu- 
rotic attitudes of grandparents. Some of these 
harmful attitudes are discussed briefly below: 


OVERPROTECTION: The criteria laid down 
by David Levy in order to label the parents as 
over-fondling or babying are: 


(1) Excessive contact of the mother with the 
child; (2) prolongation of infantile care—delayed 
weaning and feeding by bottle for an unusually long 
period; dressing and bathing him long after he is 
able to take care of himself; (3) Prevention of 
development of independent pbehaviour—mother 
may fight the child’s battles for him; (4) Lack or 
excess of maternal control. 


There are parents who cannot refuse any 
requests of children, howsoever unreasonable they 
may be. They give money, toys, special privileges 
and spend all possible time with the child. They do 
not want him to leave the house for recreation lest 
he should meet with an accident or associate himself 
with ‘undesirable’ companions. The child sleeps in 
the same bed as the parent. Some parents not only 
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fail to see any fault in their children but defend 
him even though he may be in the wrong. They 
praise him sky-high in the presence of others. 


Sometimes over-protective behaviour is shown by 
over-domination. 


Results of overprotection: When over-protec- 
tion is characterized by over-domination submissive 
traits are developed. The child may become over- 
dependent, obedient, authority-accepting, and effe- 
minate. He finds the over-sheltered life so pleasing 
and satisfactory that he is not inclined to make 
social contaets in the outside world which he does 
not find as sympathetic and kind as his parents 
who form his immediate world. He finds adjust- 
ment outside his home extremely difficult. He may 
fail to adjust at school and later on at work. He 
becomes increasingly withdrawn. Over-protection 
tends to build up a schizoid personality and is con- 
sidered an important factor in the etiology of 
schizophrenia. When over-protection is indulgent 
in character, he may feel stifled with the over-dose 
of love which may result in aggressive traits like 
authority rejection, commanding and bullying. It 
fosters a close attachment of the child to the 


mother which can seriously hinder adaptation to 
marriage in later life, 


Causes ef overprotection: These are best stat- 
ed by Levy, as quoted by Symonds.* 


1. Long period of anticipation and frustration 
during which the woman’s desires for a 


, “Symonds, P. M. “Psychology of Parent-Child Rela- 
tionship”, Appleton Century, New York, 1939 
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child were thwarted by sterility, mis- 
carriages, or deaths of infants. 

2. Conditions in the child that expose him to 
greater hazards, such as, physical handi- 
caps, illness, etc. 

3. Sexual incompatibility with the husband. 

4. The loss of mate. 

5. Social isolation, lack of social contacts, lack 
of common interests between husband and 
wife. 

6. Emotional impoverishment in early life— 
unhappy childhood, particularly from the 
point of view of libidinal satisfaction. 

7. Development of dominating characteristics 
through assumption of undue responsibility 
in childhood and the continuance of this 
role in marriage. 

8, Thwarted ambitions. 

9. Some parents purposefully adopt the 
policy of giving their children a large 
amount of freedom as a protest against 
their own strict upbringing. 

To these may be added other causes peculiar 
to Indian families. Over-fondling of a child who is 
supposed to have brought good luck to the family, 
—the birth of the child may have coincided with or 
been followed by an increase in the family income, 
or, the over-fondled child may be the only son in 
the family of five or six married brothers. 

In certain cases, over-protection may be an 
over-compensation for an unconscious feeling of 
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guilt about a fundamental rejection of the child, 
as when a child is physically or mentally defective. 


REJECTION: Rejection of a child may sometimes 
be openly shown by parents but more often it is 
disguised. It may be shown by such behaviour as 
finding nothing in the child except his shortcom- 
ings. Parents do not provide the child with toys 
and neglect his education; often they punish him 
for even a slight offence. The child may be put in 
an institution or in a reformatory or a boarding 
school not because circumstances demand it but 
because the parents do not want to be bothered by 
the responsibility of bringing up the child. No time 
is spent by them in the company of the child, ex- 
cept to ask him, merely out of a sense of duty, 
whether he has done his lessons or not. Unneces- 
sary and unfavourable comparisons with siblings 
or neighbour’s children is another indication of 
rejection. 


The causes of rejection are many. The child 
may not be wanted because of poverty or because 
there are too many children. Or the child may be 
defective either physically or mentally. It may be, 
that the mother was very averse to have any fur- 
ther pregnancies; actually contraception or abortion 
might have been attempted. There may be rejec- 
tion by parents because the child is a step-child 
or an adopted or illegitimate child. Hostility to a 
child may also be due to a direct transference of 


the unconscious aversion to a parent of the same 
sex as the child. 


Results of rejection: Rejection by parents has 
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been found to be one of the outstanding causes of 
delinquency among children. Rejection, when 
manifested by strictness or punishment and cruelty, 
produces in the child hostility towards the parent. 
This hostility later spreads to anything that stands 
for power or authority. Consequently, the child 


rebels against authority in general. To escape from Pa á 


his father, he starts lying. He truants from home 
and wanders. He may associate with companions 
like himself and become the member of a gang. He 
may take to gambling and may commit sex offences. 
He may start stealing on account of the influence 
of the gang. Very often the stolen article, parti- 
cularly if it belongs to the rejecting parent, stands 
(in the unconscious mind) for the love he craves 
from that parent. Another unconscious motivation 
of stealing may be to spite the father by bringing 
a slur on the family name. At school also, he may 


have difficulty in adjustment. He rebels against the _ 


teacher (who is a parent substitute) and disobeys ~ 


him. 

The results of rejection may best be summed 
up as follows: 

“Affection for a child in his own or a sub- 
stitute home is fortunately so general that its 
immense biological role in development may be 
overlooked, much as the need for oxygen might be 
overlooked by the uninformed who had never seen 
or experienced suffocation. Rebuke or punishment 
does not of itself provide a motive for the child. It 
only underlines withdrawal of approval. The strict 
but loveless home may produce a severe delinquent. 

“This primary need of the child (need for 


14 


stable and secure affection) cannot well be over- 
emphasized. The moral aspect is also implicit in 
that the child will adopt the values of those whom 
it loves, admires and desires to emulate and rebel 
against the code of those who owe but deny it affec- 
tion. Thus a child may be emotionally stable and 
well adapted to parents who are themselves anti- 
social in outlook and so becomes a delinquent,”* 


In 1951 Dr. John Bowlby issued a report on 
“Maternal Care and Mental Health.” He explains 
how the capacity for love and sympathy in adult 
life has its roots in early childhood, and how a lack 
of motherly care may permanently stunt the 
growth of love. He writes, “....what is believed 
to be essential for mental health is that the infant 
and young child should experience a warm, inti- 
mate, and continuous relationship with his mother 
(or permanent mother-substitute—one person who 
steadily ‘mothers’ him) -in which both find satisfac- 
tion and enjoyment. It is this complex, rich, and 
rewarding relationship with the mother in early 
years, varied in countless ways by relations with 
the father and with the brothers and sisters, that 
child psychiatrists and many others now believe to 
underlie the development of character and of mental 
health. 

“A state of affairs in which the child does not 
have this relationship is termed ‘maternal depriva- 
tion’, The ill-effects of deprivation vary with its 
degree. Partial deprivation brings in its train 


* “Mental Health” 10, 12, 1950 (Quoted from the memo- 
randum issued by the Royal Medico-Psychological Associa- 
tion on Juvenile Delinquency). 
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anxiely, excessive need for love, powerful feelings 
of revenge, and, arising from these last; guilt and 
depression. The young child, still immature in mind 
and body, cannot cope with all these emotions and 
drives. The ways in which he responds to these 
disturbances of his inner life may in the end bring 
about nervous disorders and instability of character. 
Complete deprivation. ...has even more far-reach- 
ing effects on character development and may 
entirely cripple the capacity to make relationships 
with other people. 


“A recent study of 102 persistent offenders aged 
between 15 and 18 years in an English Approved 
School, (which) showed clearly how anxieties aris- 
ing from unsatisfactory relationships in early child- 
hood predispose the children to respond in an anti- 
social way to later stresses. Most of the early 
anxiety situations amongst these boys were parti- 
cular aspects of maternal deprivation.” Dr. Bowlby 
concludes: “There is a very strong case indeed for 
believing that prolonged separation of a child from 
his mother (or mother substitute) during the first 
five years of life stands foremost among the causes 
of delinquent character development.’* 

Punishment: Punishment is considered by 
parents and teachers alike as a panacea for the 
behaviour problem of children. It is the common 
experience of a child guidance clinic worker to hear 
parents say that every method of “correcting” the 
child has been tried, including that of punishment 


*Fry, Margaret: “Child Care and the Growth of Love” 
—Penguin Books—abridged edition of John Bowlby’s W.H.O. 
Report, “Maternal Care and Mental Health”, 1951. 
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but unsuccessfully. Nothing is more detrimental to 
the psychological development of the child than 
punishment, particularly corporal punishment. In 
order to avoid it, the child may resort to deceit and 
lying. It deepens the child’s sense of inadequacy 
and the feeling of inferiority, particularly if the 
punishment appears to the child to be unreasonable, 
unfair and unjustly severe. If often resorted to, it 
causes in the child a feeling of rejection and hosti- 
lity. Ultimately, he may rebel and take to anti- 
social activities. 


Corporal punishment should be condemned and 
has no place in the ‘treatment’ of behaviour dis- 
orders. Infliction of pain in some of the erotogenic 
zones may be accompanied by a certain amount of 
pleasurable feeling, and frequent repetition of this 
pleasurable feeling may cause a desire for it to 
become fixed. Later on this desire may lead to 
sexual perversion called masochism. Corporal 
punishment must be avoided. If it has to be used, 
it should be used sparingly and only as the last 
resort. The child should be given the full explana- 
tion as to why it is used. Punishment must be ex- 
plained to the child, proportionate with the fault, 
short and to the point. It is high time this age-old 
remedy for ‘correcting’ the child became obsolete. 


Quarrels between Parents: Disharmony between 
the parents caused by frequent quarrels is one of 
the common causes of juvenile delinquency. The 
need for security which is one of the most funda- 
mental requirements of the child can only be satis- 
fied if the child feels that both his parents love him. 
Tf quarrels arise frequently between the parents, 
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the child may be led to take the side of one parent 
and start hating the other. Such a state of affairs 
is bound to lead to obstacles in the smooth develop- 
ment of the child’s personality. 


Neurotic Behaviour of Grandparents: Inconsis- 
tent discipline is most likely to occur when parents 
and grandparents openly differ in their attitude to 
the child. Thereby the child’s training suffers. He 
wonders whether his parents or his grandparents 
are right. He may learn to obey his indulgent 
grandparents and disobey his parents or vice versa. 
In some instances, taking advantage of the situa- 
tion, he may learn to play off one against the other. 


Each of the behaviour problems mentioned 
above is not a disease entity. Behaviour problems 
are manifestations of a disordered or maladjusted 
personality. If behaviour problems are not detected 
early and treated properly, and if the child is allow- 
ed to drift along, he is likely to develop neurotic 
behaviour. Such a child faces his future with a 
handicapped personality. Every psychiatrist finds, in 
his analysis of adult patients, that the most impor- 
tant etiological factors in nervous and mental 
disorders are the faulty attitudes and inadequate 
patterns of behaviour which are acquired in child- 
hood. These attitudes and behaviour become habi- 
tual and when they are firmly established, the indi- 
vidual becomes handicapped in making a socially 
acceptable adjustment. 

In Kanner’s words: “If, as we have seen, 


strained relations between members of the family 
may, directly or indirectly, so affect a child. as. to 
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create personality disorders, it is obvious that the 
specific form of association between the parents and 
child himself must be of particular significance in 
the formation of his character and habits. It is espe- 
cially the management of his domestic socialization 
and the preparation for faultless communal adjust- 
ment that may seriously deviate from sound and sane 
standards. Most parents do their job well, with the 
use of common sense and the knowledge that a 
child must be given a chance to grow into healthy 
manhood and womanhood, to receive protection 
when and where it is needed, to be fed and clothed 
and educated properly and to develop responsibi- 
lities of his own in due time.”* 


Behaviour problems in children may be classi- 
fied as follows: 

(1) Those which are fundamentally anti-social 
in nature and included under the head Delinquency: 
They are truancy, stealing, lying, sexual offences, 
begging, gambling, cruelty, distructiveness, etc. 

(2) Those problems which are not anti-social: 
They are divided into the following sub-groups: 

(a) Habit Disorders: They include conditions 
like thumb-sucking, nail-biting, masturbation, bed- 


wetting (enuresis), stammering, general restless- 
ness, food difficulties, etc. 


(b) Personality Disorders: Timidity, shyness, 
sensitiveness, irritability, temper tantrums, obsti- 


nacy, day-dreaming, unsociableness, fears, jealousy, 
etc. 


# Kanner, L. “Child Psychiatry"; pp. 92-93, Charles C. 
Thomas, Springfield, Illinois, U. S. A., 1947. 
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(c) Disturbances of physical functioning or 
psychosomatic problems: Nervousness, tremors, 
fits, headache, pains in the chest and abdomen, 
difficulty in breathing (asthma), vomiting, appetite 
and sleep disturbances, etc., fall in this category. 

(d) Organic diseases: Epilepsy, chorea, post- 
encephalitis, head injury, juvenile G. P. I., etc. are 
in this class. 

(e) Educational Problems: Backwardness at 
studies, no interest in studies, etc. 

(£) Mental Deficiency. 

To complete the list of all the psychiatric pro- 
blems of children one may mention:— 

(g) Psychoneuroses: Anxiety. states, hysteria, 
phobias and obsessive compulsive neuroses. 

(h) Psychoses: Schizophrenia, manic-depres- 
sive psychoses and paranoia. 

Subsequent pages have been devoted to the 
etiology and treatment of some of the most common 
behavior problems which confront parents, teach- 
ers, physicians and others in their every day life. 


CHAPTER II 


PSYCHOLOGICAL ASPECTS OF FEEDING 
PROBLEMS IN CHILDREN 


One of the first tasks which confronts the 
mother is that of supplying proper nourishment to 
the new born child. She is extremely careful and 
punctual in giving a certain number of feeds to the 
child prescribed by her physician. When for some 
reason the child goes off his food, she becomes very 
anxious and associates the poor appetite of the 
child with poor physical health, She takes the 
child to her doctor (a general practitioner) who, 
after examining the child physically, tells her that 
the lack of appetite is due to poor functioning of 
the liver. He prescribes some tonics hoping that 
everything will be all right with the child. The 
mother finds that the medicine has done the child 
no good and so she goes back to her doctor com- 
plaining that there is no improvement in the child’s 
health and that he is losing weight. Again he 
ascribes this to some other organic cause and 
changes the prescription. The child has not im- 
proved. Difficulties regarding the feeding of the 
child, the child’s attitude toward his food, and 
disturbances of appetite cannot very often be ex- 
plained on a physical basis. The relation between 
functions of digestion and emotional states of mind 
is a close one. Desire for food is greatly affected 
by feelings of anger, jealousy, sorrow, or joy. Quite 
often the cause of the food problem lies in the 
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home environment of the child, not infrequently, 
in unhealthy parent-child relationship. A little 
extra time spent on taking the history from the 
mother regarding the emotional development of the 
child and the child’s home environment, would 
save the mother a lot of unnecessary worry and 
anxiety. 

In this connection it would not be out of place 
to mention something about the importance of the 
psychological aspects of breast-feeding. Physicians 
and a vast majority of mothers alike, agree that 
mother’s milk is the ideal food for the child’s 
normal physical growth and development. Very 
little is known about the fact that breast-feeding 
establishes an emotional relationship between the 
child and the mother of great importance. The first 
pleasant experience of an infant is the intake of 
milk, that is of food which satisfies the urge of 
hunger. With the constant repetition of these 
pleasant experiences, the child forms an attach- 
ment to food (milk) and, developing further from 
this point, to the person who feeds him. Love for 
the food becomes the basis of love for the mother. 
Love for the food and love for mother become 
identical. 

Experiences of the first year leave their 
imprint on the reaction to food throughout life. 
The child from his side shows every inclination to 
treat food given by the mother as he treats the 
mother, which means that all the possible disturb- 
ances of the mother-child relationship turn easily 
into eating disturbances. Wherever the mother 
adapts her behaviour to the growing abilities of 
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the child, where she recedes into the background 
as the giver of the food and only provides food in 
a more distant and unemotional manner, the child 
will enter into a next stage of reaction to food: he 
will eat, or refuse nourishment, according to whe- 
ther he is hungry or not, and not according to 
whether he loves or rejects his mother, or wants 
to please or anger her. Thus it is that the con- 
scientious and anxious mothers produce eating 
difficulties whereas the negligent mothers have 
children who eat well. 


The types of food problems met with are 
varied. The child may go off his food because he 
has no appetite or he may absolutely refuse food 
without any appetite disturbances. He may have 
food fads and insist that he will eat only if a parti- 
cular dish is cooked for him. Even if this request 
of his is acceded to he will just nibble at his food 
and leave the rest uneaten. If he is forced to eat 
he will vomit it out. In some cases the child will 
eat only on condition that a particular demand of 
his is satisfied first. Voracious appetite (having no 
organic basis) and perverted appetite or pica, 
where the child eats anything he can lay his hands 
on, are other problems one is faced with in child 
guidance practice. 


Causes of feeding problems: 


One of the commonest causes of feeding diff- 
culties in children is in the mother having pre- 
conceived notions that every child requires the 
same amount of food and that every child must 
necessarily eat every meal. The fatter the child 
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the more healthy he is. She strives to induce him 
to eat more than his system requires. She becomes 
fretful and emotionally upset about what and how 
much he eats thus making him the centre of atten- 
tion at meal time. This undue anxiety tends to 
make the meal time an ordeal rather than a plea- 
sant routine event in the daily life of the child. 
It is a well known fact that during the lactation 
period emotional disturbances of the mother alter 
the character and quality of the milk so that the 
jnfant has both his appetite and his digestion upset. 


When a child’s routine becomes interrupted by 
an acute illness or a change of residence or such 
other causes, there will be a temporary disturb- 
ance of appetite which will right itself in due time. 
During illness the parents give so much more 
attention than when the child is well that it hardly 
seems desirable to him to recover. If, however, 
the parents become upset by this appetite disturb- 
ance and begin to coax and bribe him to eat, the 
child learns that he gains more attention when he 
does not eat than when he eats normally. 

Persisting in feeding the child long after he is 
old enough to eat by himself makes the child 
dependent on the parents. This often happens be- 
cause it is much easier than to teach him which 
would mean a lot of time and patience and soiling 
of table-cloth and the child’s clothes. 


Children are very quick to imitate. If some 
one in the family is fastidious about food, for in- 
stance, if his father frankly emphasizes his likes 
and dislikes about certain articles of food, or if 
mother is on limited diet, the child is apt to become 
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finicky in his eating. Very often parents discuss 
the child’s eating habits with other people in his 
presence. Thus he would feel important and would 
want to keep up being different. 


Another important cause of a diminished appe- 
tite is disharmony in the home due to frequent 
quarrels between parents or parents and the child. 
It leads to depression and emotional insecurity lest 
he lose the love of one or both the parents. With 
the birth of a new baby in the home, the child may 
feel rejected because the mother seems to love the 
new baby more as she pays more attention to him. 
This may lead to refusal of food or attempts on 
his part to induce his parents to feed him like a 
_ baby. When a particular food article is associated 
with some very frightening or painful event he 
develops a dislike for that particular article of food. 
For example a child, who was severely punished 
because he did not eat spinach, developed an utter 
disgust for spinach. Occasionally some articles of 
food are rejected or vomited out as they are asso- 
ciated in the child’s mind with some other disgust- 
ing and unpleasant objects, such as faeces or other 
body excretions, due to resemblance in colour, 


shape, consistency, or some other physical pro- 
perties, 


During the pre-school age, between the 
ages of two and five years, a great desire to be 


independent of the parents leads the child to show 
his parents that he can do anything and everything 
that an adult can do. This fundamental emotional 
need of the child should be satisfied. Chronic 


refusal of food may often be due to the uncon- 
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scious motive of self-assertion. Worry and anxiety 
over his school lessons, which may lead to restless- 
ness and excitement, may completely destroy a 
child’s appetite. He may be unhappy at school 
because he is teased by other children. This may 
also lead to day-dreaming, unhappiness and depres- 
sion with consequent appetite disturbances. 


In older girls, about the pre-puberty or puberty 
period, deeper psychological factors may be respon- 
sible for eating disturbances. Eating, in their un- 
conscious mind, is associated with pregnancy and 
birth fantasies. Eating is equivalent to being im- 
pregnated. Thus taking anything into the mouth 
to gratify the desire for hunger becomes, uncon- 
sciously, the same as taking something into the 
mouth to gratify a sexual desire and eating is 
regarded as dangerous and thus inhibited. 


Excessive or ravenous appetite is often found. 
in feeble-minded children. The reason may be that 
they are incapable of understanding when their 
hunger is satisfied and keep on continuing the 
pleasurable activity of eating. Lack of parental 
love is an important cause of over-eating in both 
feeble-minded as well as intellectually normal 
children. There is a regression to the infantile 
oral stage of psycho-sexual development where all 
expressions of love are received through feeding. 


Perverted appetite or pica is a term which 
means a craving for unnatural articles of food. The 
child eats everything he picks up from the floor, 
dirt, sand, pebbles, worms, scrapings from the wall 
and even faeces. 
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A normal infant, between the ages of four to 
ten months, has a tendecy to put everything he 
can lay his hands on into his mouth. Generally a 
child gives up this tendency by about 12 months’ 
age. If the tendency to eat coal or mud persists 
after the fourth year it should be looked upon 
as serious. 

Very often this tendency persists because of 
lack of training due to carelessness and indiffer- 
ence on the part of the parents, or it is allowed to 
persist because of superstitious notion that denti- 
tion is facilitated by chewing on hard objects, such 
as wooden toys or metal toys like a rattle, or keys, 
ete. This habit persists for a much longer period 
in spoilt or over-protected children because the 
parents are afraid that by correcting the habit, they 
will make the child cry. Mental retardation may 


be the cause when this habit persists in spite of 
training, 


Psychoanalytically, causes of pica represent a 
regression to the anal stage of psycho-sexual deve- 


lopment. The article ingested seems to represent 
faeces, 
Treatment: 

Over-anxiety on the part of the mother to 
make the child eat is often communicated to the 
child to wh 


the child to eat, Very often the father chooses 
dinner time, when 


gether, for asking t 
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his homework, and how he fared in the class. He 
inquires from the mother regarding the child’s 
conduct in his (father’s) absence. If the mother 
complains that he has been very mischievous or 
has made a nuisance of himself, the father scolds 
the child, or makes him stand facing the wall 
whilst others are eating. The father, who hardly 
finds any time to spend with the child, thinks that, 
so far as he is concerned, he has done his fatherly 
duty by giving a scolding to the child. The com- 
mon habit of turning meal time into time for les- 
sons in good manners should be avoided. 

If the food fads are unimportant they are best 
left alone. It is no use showing one’s authority by 
making the child eat a thing just because one 
wants him to eat. It will antagonise the child and 
make him more stubborn. 


If a child refuses to eat it is no use making 
a fuss about it. It cannot be over-emphasized that 
missing a meal will not hurt a child. The child 
should be told that the food will be kept on the 
table till the others have finished their meal. After 
that the dish will be removed and he would not 
get food till the next meal. Between the two meals 
care should be taken that he is not supplied with 
food by a kindly neighbour. If one does not make 
much ado about a child refusing to eat, and if this 
plan is carried out properly, it is surprising how 
often one succeeds in making the child give up 
this nasty habit. The child learns that he cannot 
dominate his environment by his food fads. 

Fostering jealousy by partiality and favourit- 
ism e.g., denying to one child what another is given, 
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punishment, scolding, bribing, and coaxing the 
child to eat must: be avoided. 


Food should be served attractively because 
children like to eat things which look dainty. Regu- 
larity in meals is essential not only because it is 
physiologically essential but also because of psy- 
chological reasons. The child must learn that he 
cannot have food anytime he wants and that he has 
to maintain discipline regarding the meal hours in 
the home. It is desirable that occasionally a child 
should be asked what particular favourite dish he 

- would like to have prepared. The child feels that 
his individuality is respected. 

The treatment of perverted appetite or pica is 
a matter of training and adequate supervision. 
When this is not possible it may become necessary 
to change the patient’s environment in order to 
establish better habits. 


CHAPTER III 
VOMITING IN CHILDREN 


The digestive system is the first to attain 
special importance in the course of the individual 
development, and, it is one of the first to respond 
to any disturbance of the child’s well-being. The 
various types of disturbances which deserve notice 
from the psychological aspect are eating and appe- 
tite disturbances (discussed in the last chapter), 
nausea and vomiting, constipation, diarrhoea and 
abdominal pain. 


Nausea and vomiting in children are readily 
provoked by any mental or physical upset. Vomit- 
ing may be the first indication of an emotional dis- 
order in an infant or a child and in some cases the 
only obvious symptom. Vomiting at meal time or 
after the meal is a common feeding disturbance in 
children. 


The causes are to be found mainly in the child’s 
environment. Pushing at studies by over-ambi- 
tious parents, unhappiness of some kind at school 
like being teased by school mates, or strict teachers, 
over-solicitous’ and anxiety-laden parents fussing 
at meal times, and forcing food, are some of the 
common causes. 

Repressed hostility against a family member 
may be unconsciously expressed as vomiting, a kind 
of symbolic manifestation of rejection of that parti- 
cular family member. In the case of girls, identi- 
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fication with a pregnant mother, or with another 
family member who is ill and vomiting, is another 
cause. 


In older girls, eating, in their unconscious 
mind, is associated with pregnancy and birth fanta- 
sies, eating being equated with impregnation. 
Vomiting may then be interpreted as rejection of 
such fantasies, as, taking something into the mouth 
to gratify the desire for hunger is unconsciously 
the same as taking something into the mouth to 
gratify sexual desire and thus eating is regarded 
as dangerous. 


Hysteria in children is often monosymptomatic 
and vomiting may be the sole hysterical symptom. 
The unconscious motivation is easy to see through. 
The purpose may be attention-seeking and getting 
things done as the child wants. 


Persistent and recurring vomiting may be one 
of the manifestations of obsessive compulsive neu- 


rosis or may ‘be associated with other forms of 
behaviour problems. 


Cyclic vomiting is a definite clinical syndrome 
recurring after weeks or months, each attack last- 
ing for about two to five days. The causation is not 


of vomiting are 


é 5 an effective 
colouring, and the patients have some serious emo- 
tional problems. Cyclic vomiting may be the Pre- 


Treatment: A thorough physical examinati 
on 
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is made to rule out the possibility of any organic 
disease. 

The treatment consists in discovering the 
offending factors in the environment and removing 
them. Unhealthy and faulty parental attitudes 
have to be corrected. Vomiting in a child of school 
age and in older children is more difficult to treat. 
Individual psychotherapy becomes absolutely essen- 
tial. Very often combined therapy of child and 
parent becomes necessary. 


Cyclic vomiting is treated medically, together 
with the patient’s emotional problems. 


Case illustration: A ten-year old girl was referred to 
the child guidance clinic for vomiting which had started 
24 years before. During this period she was unsuccess- 
fully treated medically by various general practitioners. 
Three weeks before she was brought to the clinic the 
vomiting had become so severe that she could retain neither 
food nor drink. 


The trouble had started after the girl had swallowed 
a serew-nail when attempts were made to make her vomit 
to get rid of it. Enquiring into her family life, it was 
found that the mother was a widow, 35 years old, and 
physically healthy and well. But, after the death of the 
patient’s father, the mother had lost all interest in life 
and she felt that she was living for the sake of living and 
looked after her children because she had to. The elder 
brother of the girl, 4 years older than her, was due for 
his matriculation examination in 2 years’ time. The patient 
was an intelligent girl, with an I. Q. of 120. Her ambition 
in life was to become a physician. 


It was found that sha was not loved by her mother 
who showed distinct preference toward the brother. The 
mother admitted, though reluctantly, that she loved her 
son more because he was the hope of the family and 
because “after all he is a boy”, (not an uncommon attitude 
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of a vast majority of Indian mothers). The mother com- 
plained that he was uncontrollable, obstinate, disobedient 
and rude. He refused to listen to her and she found it 
impossible to control him. The brother and the sister con- 
stantly quarrelled and teased each other. According to the 
mother, the patient almost always started the trouble first 
by teasing her brother. The latter used to become very 
angry and retaliate by calling her names or beating her. 
Vomiting was always worse after quarrels, The mother 
also informed that the children’s father was very fond of 
the patient and pampered her a lot. 


Treatment: A thorough physical examination was made 
but no organic lesion could be detected, To start with the 
child was given Belladenal tablets with strong suggestions 
that her vomiting would definitely stop. Within a fort- 
night, the vomiting stopped. The idea of giving the drug 
was to somehow enable the child to retain food as she was 
losing weight and also to create confidence in her that her 
condition was a curable one. Later on psychotherapy was 
to be given to her. After the vomiting stopped, unfortu- 
nately she ceased coming to the clinic, thinking it un- 
necessary to continue treatment. The psychiatric social 
worker contacted the mother, who said that she herself 
was thinking of bringing the child again to the clinic 
becausa vomiting had started again. The reason why it 
started again was quite clear. Though suggestions, in the 
form of tablets, removed the symptoms, the repressed emo- 
tional conflicts causing the symptom had not been removed 
by suggestions. Psychotherapy was then started. She was 
explained that the screw-nail she had swallowed was no 
more there as shown by the X-ray pictures of her stomach 
and intestines. The psychological nature of her vomiting 
was explained to her. She was asked to tell the psychia- 
trist every thing about herself and her viewpoint regarding 
her trouble. She said that she felt unloved and unwanted 
She felt discriminated against the brother by the Partialit j 
and favouritism shown by the mother. Frequent quarr Ss 
upset her a lot. She also said that sh SiE, 


e was mis 
father very much. It was interpreted to her that aa a 
ing 
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was an unconscious attention-seeking type of reaction to 
her feeling of being unloved. Vomiting was also a mani- 
festation of her repressed hostility and aggression toward 
her brother which she could not openly show. The signi- 
ficance of the increase in vomiting whenever there were 
quarrels was also pointed out to her. 

Attitude therapy was given to the mother. She was 
told not to show partiality and favouritism to the son but 
treat both of them equally and show equal love. The 
mother admitted her short-comings and agreed to follow 
the clinic instructions. She was asked to bring her son 
to the clinic. The boy was also made a regular case because 
he himself was very insecure and had problems of his own. 
These difficulties were investigated and efforts were made 
to set them right. 

The mother of the patient reported after 6 months, that 
the vomiting had stopped and there was lot of peace and 
harmony in the home. A recent follow up has shown that 
the improvement has been maintained. 


This case illustrates, how, for 2} years, doctors 
treated the girl with medicines without any effect. 
The psychological origin of the physical complaints 
remained undetected for a long period, during 
which she tried to make adjustment to her envi- 
ronment by her symptoms. The neurotic way of 
adjustment to life situations, had it not been cor- 
rected, might have been firmly established and 
might have formed a nucleus for a neurosis in 
adult life. 


CHAPTER IV 
BEDWETTING (ENURESIS) 


It has long been recognised in medical practice 
that bedwetting is one of the obstinate diseases of 
children which the medical practitioner is fre- 
quently faced with and that indiscriminate drug- 
ging with belladonna and ephedrine does not 
produce any material change in the condition of 
the patient. In our country this failure to treat 
the disease successfully by drugs has not been a 
sufficient stimulus to look for factors other than 
organic, responsible for the disease. It is seldom 
realized that emotional factors could ever be the 
cause of enuresis. 


It has been the writer’s experience that some 
parents bring the child for quite a different com- 
plaint and it is only whilst collecting a detailed 
history from them that they incidentally mention 
that the child bedwets. Frequently, when asked 
whether this particular habit of the child did not 
worry them, they casually reply, “my first two 
children did it and they have ‘outgrown’ the habit 
without any treatment. Similarly this child will 
‘outgrow’ it. I used to bedwet as a child so did 
the other members of my family. Nothing ever was 
done to remedy it. It is in the family.” They take 
it as a matter of course that the enuresis is here- 
ditary and do not care to institute treatment, in the 
hope that he will get over the habit as they did. 
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There are other types of parents to whom this 
habit of the child is a source of much hidden con- 
flict and unhappiness and causes much irritation 
and emotional upset in the household. It is a habit 
productive of so much discomfort to the entire 
household and so much extra labour and expense 
that few of them can accept it with any equanimity 
and patience. 

Etiology: Bedwetting is a disturbance of the 
voluntary control of the urethral sphincter. It is 
the involuntary and at least at the inception of the 
act, unconscious passage of urine by children more 
than three years of age. It can be considered nor- 
mal till 3 years of age. It has been established that 
“approximately 10 per cent. of all one-year-old 
children have acquired the dry habit; at 18 months 
about 30 per cent. have good bladder control; at 
2 years from 65 to 80 per cent. have ceased to wet 
themselves; at 3 years the average child is expected 
to keep his clothes and bed entirely clean.”* 

Authors disagree as to the sex incidence of 
enuresis. Kanner in his series of cases found 62 
per cent. boys and 38 per cent. girl bedwetters. 
In the writer’s experience the incidence of bed- 
wetting is about equal in both the sexes. 

There is difference of opinion as regards the 
level of intelligence of the enuretics. It is measur- 
ed in terms of the Intelligence Quotient (I. Q.).. 
It is Mental Age (as determined by Binet-Simon 
tests, or Drever and Collins performance tests) 


*Kanner, Leo: “Child Psychiatry”, p. 231; Charles C. 
Thomas Springfield, Illinois, U.S.A., 1947. 
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divided by Chronological Age (actual age of the 
child) multiplied by 100. The Intelligence Quo- 
tient of an average normal person is between 90 
to 110. Amongst mental defectives (I. Q. below 
70), the percentage of bedwetters is very high. The 
following are Kanner’s figures for his series of 
cases:— 


Borderline Intelligence (1. Q. between 


70-80) -. 40% 
Average Intelligence ‘(1. Q. between 

90-110) .. 30% 
Morons '(1. Q. between 50-70) .. 15% 
Idiocy and Imbecility (1. Q. below 50) .. 8% 
Superior Intelligence (1. Q. above 110) .. 7% 


Taking into consideration only those cases of 
borderline intelligece, average, and superior intel- 
ligence, in the writer’s series of cases the percen- 
tage of bedwetters with average intelligence was 
higher than bedwetters with borderline intelligence. 
Percentage of cases with superior intelligence was 
low, 

Broadly speaking, enuretics can be divided 
into two types: 

1. Restless, hyperactive, irritable, sensitive, 
stubborn and aggressive. 

2. Enuretics who are timid, shy, sensitive, 
self-conscious, over-conscientious and 
serious-minded. 

Organic Causes: There are certain organic 
factors which may be responsible for enuresis, 
Every enuretic should be thoroughly examined 
physically and before psychological treatment is 
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embarked upon, organic factors responsible for bed- 
wetting have to be assiduously searched for viz. 
threadworms, anatomical anomalies like spina 
bifida, rudimentary non-union of sacrum and other 
anomalies in the lower section of the spinal column; 
genito-urinary infections; diabetes and physiologi- 
eal factors like food rich in salts, and excessive 
intake of fluids. 


Secio-Psychological factors: By socio-psycho- 
logical factors is meant inter-dependence and inter- 
action of emotional, social, and economical factors. 
Very often it is found that not one single factor, 
either emotional, social or economic, as such, causes 
bedwetting, but it is the combination and inter- 
action of all these factors which bring about the 
symptom. It should be noted that bedwetting is 
a symptom and not a disease entity. It is a symp- 
tom of a maladjusted personality. This is impor- 
tant to bear in mind as the aim of the treatment is 
not to remove the symptom only but to treat the 
personality as a whole. 

Lack of adequate training: Very little attempt 
is made to train the child, mothers disregarding 
the whole situation being content to let the passage 
of time and community pressure accomplish the 
training. The reason may be that the mother 
derives a great deal of unconscious pleasure from 
prolonging his period of childhood as long as pos- 
sible. Overindulgence and oversolicitude help in 
fostering in the mother the above attitude. This is 
apt to be excused on the ground that the child is 
too small or too delicate to be educated. The child 
is never given an opportunity to grow up, is never 
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taught to dress himself, feed himself, is never 
allowed to go alone to join his playmates etc. 
Together with this there is the child’s unconscious 
desire to remain an irresponsible infant. 


In some cases there is utter indifference and 
carelessness, the care of eliminating being left 
entirely to the child with the hope that some day 
in future he will ‘outgrow’ the habit. As men- 
tioned before, peculiar notions of heredity foster 
this attitude of gross neglect of the child’s training. 
They have been told that it is due to weak kidneys 
and this shelter has been used to good purpose 
against any desire to start bladder training. There 
may be lack of opportunity for adequate training 
of urinary habits. The child may have to travel 
long and dark passages to empty his bladder, or he 
may be expected to use a vessel in the bedroom 
and be inhibited because he feels some sense of 
shame in this procedure. 


In some households, children are made to sleep 
in the same bed, with utter disregard to age or 


sex, the reason in most cases being purely 
economic. i 


Serious maladjustment, either emotional or 
social, of one or both the parents, and the conse- 
quent emotional insecurity experienced by the 
child is not an infrequent cause of disturbance in 
the child’s personality leading to bedwetting. 


Very often it is an unconscious attention seek- 
ing mechanism. He likes to be the centre of in- 
terest, loves emotional scenes and enjoys greatest 
sense of importance. 
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When a child feels unloved and rejected, as 
shown by abnormal parental attitudes like over- 
strictness, punishment, constant nagging and un- 
necessary comparisons with other children, he 
naturally develops a feeling of hate against the 
parent who rejects him. Towards such a parent 
he finds it difficult to express his aggression and 
his psycho-sexual development is hindered. “He 
clings, therefore, to infantile methods of obtaining 
pleasure and at the same time, through wetting, 
expresses his antagonism and resentment. If the 
parents have completely rejected the child he is 
unable to get gratification from them to compen- 
sate him for relinquishing the physical pleasure 
of wetting. As they do not love him, he retaliates 
by hating them, and therefore, has no desire to 
imitate them by being clean. Such children will 
develop bladder control late in childhood but will 
show clearer and clearer signs of a delinquent 
personality.” * 

There are other types of cases in which enu- 
resis recurs after a dry period. In this type of 
enuresis the child either ceased bedwetting before 
the age of 3 years, that is, his toilet training was 
successful, or he continued bedwetting after that 
age for a certain period and then stopped bed- 
wetting, and after some months or even years of 
dry period there is recurrence of bedwetting. 


In most of these cases it will be found that the 
advent of a new baby in the home has precipitated 


*English O. $. and Pearson G. H. A, “Common 
Neuroses of Children and Adults”, p. 121, George Allen 
& Unwin Ltd., London, 1937. 
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enuresis. The child who till now was the focus of 
attention and was the recipient of undivided love of 

- his parents suddenly feels deprived of these and 
regresses to infantile ways of gaining sympathy and 
attention. 

Another cause of this temporary return to 
infantile conditions is immediate fear situation. A 
sudden fear experience of deprivation, separation 
from the mother and evacuation to a strange home, 
or sending the child to school for the first time, all 
these are factors which may be responsible for his 
regression and bedwetting. This is especially so in 
institutions where bedwetters, who did not bedwet 
at home, started the habit only after going 
to the institution. In some cases intense 
social disapproval and fear of not being able 
to control himself is sufficient to prevent the con- 
trol. Very often enuresis is the result of some 
deep-seated anxiety or fear. In these cases the 
cause of the anxiety or the fear must be sought 
out and treated. 

The psycho-analytic view point may be quoted 
as follows: 

“Bedwetting represents a wish fulfilling re- 
gression to the early stages of infancy; that it 
serves women and girls as an expression of the 
castration complex, since urine symbolizes semen, 
and the wetting therefore is an unconscious outlet 
for the unconscious wish to be a man; that in boys 
it is a form of identification with the father in that 
it symbolizes ejaculation and thus unconsciously 
fulfils the unconscious desire for potency. The most 
popular psycho-analytic theory claims that enure- 
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sis is a substitute for masturbation. Even a ure- 
thral erotic character has been described, the prin- 
cipal features of which are supposed to be ambi- 
tion and bashfulness, 


“Early in the child’s life urinating where and 
when he wants, holding the urine until the stream 
is of sufficient volume to produce pleasurable 
sensation in the urethral mucosa, and being warm 
and wet are activities, which are pleasurable to the 
child. All of these sensations later become part of 
the genital sexual life. This is the reason why 
enuresis usually disappears spontaneously by 
puberty, the reactivation of the genital sexual life 
taking the place of the wetting. The association 
between the sexual life and bedwetting is clearly 
seen in the dreams of enuretics. So often the 
enuresis follows a jealousy situation and in the 
dream the jealousy is detected clearly along with 
the wetting. Furthermore, often when the enuretic 
wets he urinates following a dream in which he 
is urinating like a person of the opposite sex. A 
boy will dream he sits on the toilet like a girl, a 
girl, that she has a penis or is urinating standing 
up like a boy. 

“The physical gratification in urination and its 
sexual connotation (masturbation equivalent) and 
the fact that enuresis is the expression of a desire 
for love being undeniable, the problem in case of 
enuresis is to determine what specific type of affec- 
tional desire, ungratified in reality, is gratified in 
phantasy by the wetting. This is individual in the 
individual case. Sometimes it expresses the desire 
to be loved physically as it is known is the privi- 
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lege of the marital partner of the loved 
individual.””* 

Treatment: Any organic cause, if present, is 
treated. In all cases a thorough physical examina- 
tion is essential. Especially should this be carried 
out in cases where the chid believes that it is due 
to some physical cause. 


This happened in the case of a boy, 13 years old, who 
firmly believed that his bedwetting was due to ‘weakness’ 
and this belief was strengthened by his doctor’s opinion 
that it was due to ‘weakness’. His mother held the same 
opinion and had a notion that it was hereditary as her 
other children also bedwetted. A thorough and impressive 
physical examination was made and the bey reassured that 
it was not due to weakness. He was a healthy well- 
developed boy. The mother and son’s faulty notions about 
heredity were corrected. In about a week’s time his bed- 
wetting was less frequent. There was hardly a ‘dry’ night 
before but after the above reassurance was given there 
were one or two ‘dry’ nights during the following week. 
Subsequently the boy improved very much, the frequency 
being- about once in a month, and later on bedwetting 
stopped completely. 


After having eliminated any possibility of an 
organic cause, one proceeds with the investigations 
of socio-psychological factors. The importance of 
a thorough detailed and chronological collection of 
history cannot be over-emphasized. It gives many 
clues to start with. In individual cases different 
factors may be at work, The treatment consists in 
removal of damaging environmental factors and re- 
education of the child by psycho-therapeutiec proce- 


“English O. S. and Pearson G. H. A.: “Common Neuro- 
ses of Children and Adults”, p. 126, George Allen & Unwin 
Ltd., London, 1937. 
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dure. In the first case mostly the parents have to 
be dealt with, whilst in the latter case the child 
himself. 


Environmental factors: Parents’ erroneous 
beliefs with regard to a weak bladder or kidney 
or ‘nerves’ or ‘heredity’ are corrected. Punish- 
ment, scolding, bribing and shaming, e.g., making 
the child stand in a corner facing the wall during 
meal time etc. should be discouraged. Faulty atti- 
tudes like unnecessary comparisons with other 
siblings or children, rejection, oversolicitude or 
‘babying’ have to be modified if not completely got 
rid off. This enlightenment on the correct attitudes 
is known as ‘attitude therapy’. In cases where bed- 
wetting has followed the advent of a new baby in 
the home, the parents have to be careful in show- 
ing equal love and affection so that the child does 
not feel suddenly deprived of mother’s attention. 
It is a good plan to prepare the child beforehand 
and teach him to be less selfish and to be able to 
share his things with the new comer. Better con- 
ditions of cleanliness and establishment of regular 
habits in the patients’ daily surroundings are 
assured with the help of the social worker, In those 
cases where bedwetting has been persistent since 
birth and no attempt has been made to train the 
child in toilet habits, it is best to re-educate and 
train the child by establishing a regime. 


A regime should be established which elimi- 
nates, as far as possible, excessive mental strain. 
Restriction of fluids, within certain limits, proves 
beneficial. Fluids, in any form, should not be 
allowed after 8 p.m. The child usually feels no 
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hardship and his task is facilitated by prescribing 
a plain, simple supper, free from seasonings so that 
thirst is not increased. 


Training directed during the night is best car- 
ried out as follows: At the beginning of the treat- 
ment the child should be awakened just before he 
falls into the deepest sleep. Later, the best time is 
found out in the individual case. This is done by 
the parents who make trips of inspection, to find 
out at what time the wetting occurs. When the 
critical hour—1/2 hour before wetting time—has 
been determined, the child should be thoroughly 
awakened on his visit ta the bathroom. ‘Awakened’ 
means to rouse the child completely so that he is 
wide awake which is not as easy as it sounds. The 
child must get up and not be allowed to go back 
to bed until water has been passed. To wake him 
up one has to talk to him and sometimes it is use- 
ful to wipe the face with a wet towel. It is asto- 
nishing in how short a time a deep sleeper will 
wake up naturally. A careful record should be 
kept of his failures and successes, Successes should 
be applauded rather than his failures be pointed 
out. Let him realize that he has achieved more 
success than you expected of him. Then he starts 
the second week with real enthusiasm and not as 
one defeated in his efforts. 


A few words about the toilet training itself. 
Twelve to fifteen months is a very usual time to 
begin. Severe punishment should never be used in 
securing the proper use of the toilet and never 
arouse fear in connection with the use of the toilet. 
The method consists of making a business of fore- 
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stalling the child and keeping him dry by taking 
him frequently to the toilet. The mother, or the 
nurse, should find out what the natural rhythm 
of urination is, and then take the child often 
enough so that he is kept dry most of the time. 
During the training stress should always be put 
upon pleasure in success and never upon disap- 
proval for failures. 


If proper toilet facilities are not available they 
should be provided. They should be as convenient 
and non-frightening as possible. If long, dark pas- 
sages have to be traversed one of the parents 
should accompany him. In institutions very often 
this is the case and it is better if the ‘hamal’ on 
night duty accompanies the child. 


Sleeping arrangements should be thoroughly 
investigated. The child should be made to sleep in 
a separate bed. A ten-year old boy was referred 
to the clinic for bedwetting. It was found that the 
boy was sleeping with the mother in the same bed. 
The mother was instructed that she should sleep 
separately from the boy in a separate bed. Bed- 
wetting stopped when these instructions were car- 
ried out. After six months (during which there 
was no relapse) the boy again slept with the 
mother in the same bed with thesresult that bed- 
wetting recurred. Same instructions were given 
again as above and bedwetting stopped com- 
pletely. 

Work with the child himself: The first inter- 


view, and subsequent interviews for that matter, 
has to be as informal as possible. The child should 
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get an impression that the relation between him 
and the psychiatrist is not like that between a 
physician and a patient, formal and matter-of fact, 
but it is a relation between him and an adult who 
tries to understand his difficulties from his point 
of view. Physical examination may be postponed 
till a later date, especially if the child resents it 
and if it is likely to antagonise the child against 
the physician. His co-operation is more important 
in the treatment than anything else. First few 
interviews are spent in listening patiently to the 
child’s story. Next step is to interest the child in 
making an effort to overcome the habit. Relieve 
any feeling of utter hopelessness and despondency 
by presenting the problem to the child in a way 
that would make him feel that his problem is a 
thing capable of achievement and that he is bigger 
than his habit, Reassure him that bedwetting is 
not a crime and relieve his feeling of guilt or 
‘shame. Often it has been found useful to ask him 
what he thinks may be the causes of his bedwet- 
ting. Any faulty notions about the causation of 
bedwetting have to be corrected. 


With smaller children and those children who 
are very reticent, confidence can be gained through 
the medium of play. The child’s play is observed 
either by the therapist or the playroom worker 
who at the end of the session notes down his 
observations which are then communicated to the 
therapist. The child indulges in various types of 
games of his choice and during the play works out 
his own emotions and also expresses his inner 
cravings and wish phantasies unconsciously. It is 
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significant that a bedwetter very often chooses to 
play with water. A separate room should be re- 
served for children who indulge in this type of 
game. One popular game is to connect one end 
of a rubber-tubing to a tap, work the tap and direct 
the stream of water coming out at the other end 
of the tubing on to tin mugs placed in a row and 
knocking them off one by one. Another game 
consists in working the tap of a water-sink, col- 
lect the water upto a certain level by preventing 
it from flowing away by means of a cork, and then 
try to sink a rubber or a celluloid doll. When 
asked which of the siblings this doll represents, 
the child very often replies with a grin ‘my 
brother’ or ‘my sister’ as the case may be. There 
is no doubt that much unconscious aggression 
against the hated person is displayed and worked 
out during this sort of play. Some children mix 
water and sand and play with the resultant mix- 
ture. They enjoy dirtying their whole body and 
clothes with the wet sand. As this play is observ- 
ed uncritically and without hindrance the child 
thinks that after all it is not so bad or it is not a 
crime to be ‘dirty’. Gradually ‘dirtying’ by bed- 
wetting disappears as an outlet is provided for his 
unconscious emotional need. 


In many cases the child improves without any 
interpretations being given to his play suggesting 
that “it is the feeling of security that the child gets 
from expressing thoughts and impulses of which 
he is otherwise afraid in the presence of non- 
critical and kindly adult, that is the important 
medium of therapy.” As Rogerson aptly puts it, 
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“Again and again one finds evidence that it is not 
the interpretation of a difficulty that causes it to 
vanish—it is the expression of it, and the recep- 
tion of it without hostile criticism.”* : 


In chronic bedwetters a method, called the 
star-chart method, is sometimes useful, Star-chart 
is a calendar on which the child fixes an adhesive 
gold star in celebration of every dry night. Even 
one star in a week, in a chronic bedwetter who 
bedwets every night, is enough to make him rea- 
lize that ‘dry’ night is possible and gives him an 
impetus to achieve further ‘dry’ nights. Instead of 
a star-chart calendar, the child may be asked to 
keep a small notebook. He writes the days of the 
week and the date is noted against each day of the 
week. If a dry night is passed, a positive (+) 
sign is made against that particular day of the, 
week. If unsuccessful, a cross (x) is put against 
that day. The joy and the enthusiasm that are 
expressed at finding more positive signs than the 
crosses are unmistakable. The child is asked to 
put the signs himself, By so doing he is made to 
feel that he is trusted and that we believe he is 
honest. It is good to check up from the mother, 
without the child knowing it, whether the child is 
putting the signs honestly. f 


In other children, individual psycho-therapy 
of the interpretative type is done. The unconscious 
emotional conflicts are brought to the surface and 
the unconscious motives behind the symptom in- 


* Rogerson, C. H.: “Play Therapy in Childh d”, p. 61, 
Oxford Medical Publication, London, 1939, °°"? P 
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terpreted. It will depend upon individual case 
whether psychological treatment of the interpreta- 
tive type will have to be superficial or deep. If 
enuresis is the result of anxiety, the cause of the 
anxiety is sought for and treated. 


Before enuresis became recognized as a habit 
disorder of predominantly psychological origin, 
belladonna, in the tincture form, was the most 
favourite medicament with medical practitioners. 
Out of the various drugs tried by the author, viz., 
Tincture belladonna, Thyroid extract, Ephedrine, 
etc., Benzedrine (Amphetamine sulphate) was the 
only drug that was found effective in some cases. 
Benzedrine is a sleep-reducing drug, which was 
found of value in bedwetters who slept deeply. 
Benzedrine is also a stimulant to the higher corti- 
cal centres. It was also found effective in those bed- 
wetters in whom aggressiveness was an outstand- 
ing personality trait. Benzedrine was given in 
small doses of 24 mgm three times a day increas- 
ing gradually to the maximum tolerant dose— 
which varied from 15 to 20 mgm per day in divided 
doses. Tne possible effect of suggestion was ruled 
out because the same patients who responded to 
Benzedrine did not respond to other drugs admini- 
stered previous to it. When Benzedrine was dis- 
continued, there was a relapse in a number of 
cases, Thus Benzedrine is not a cure, but it is a 
very useful drug in obtaining temporary relief in 
those stubborn cases, in whom every other type of 
treatment has failed. This temporary abatement 
of the symptom (i.e. bedwetting) creates confi- 
dence in the otherwise depressed and despondent 
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bedwetter and thus facilitates further psycho- 
therapy. 

Regarding drug therapy Harry Bakwin* 
writes, “Of the many drugs which have been used 
in the treatment of enuresis the only one which has 
endured is belladonna. It is highly effective when 
used according to a definite plan and for a long 
enough time. Belladonna has a definite effect on 
the bladder function of some enuretics. 


“Most failures with belladonna treatment are 
due to inadequate dosage. A half-hearted approach 
is bound to fail. Belladonna is generally well 
tolerated, but since children occasionally show 
idiosyncrasy, the drug must be increased gradually. 
A safe initial dose for a child over five years is 10 
drops of the tincture. For children who have 
urgency, with or without wetting during the day, 
the drug is given three times a day. When day- 
time symptoms are not troublesome, it is given 
only at bedtime. The dosage is increased each day 
by one drop per dose until a therapeutic or toxic 
effect is obtained. Thus 10 drops three times a day 
are given on the first day, 11 drops three times a 
day on the second day, and so on. The child is 
seen at ten to 14 day intervals to check on the 
efficacy of treatment and the appearance of toxic 
manifestations. It is usually possible to give large 
doses, up to 30 or 40 drops three times a day (one 
drop is equivalent to 1/3000 grain or 0.02 mg. of 
atropine) without inducing toxicity. 


* Bakwin, Harry: “Pediatric Clinics of North America— 
Pediatric Urology”, p. 823-24, W. B. Saunders Company, 
Philadelphia and London, 1955. 
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“The earliest effect is obtained with doses 
between 10 and 15 drops. Urgency and frequency 
are greatly diminished, and day wetting usually 
ceases. Another early effect is a lessening of the 
amount of urine passed at night. Belladonna 
should be continued for eight to ten weeks after 
the enuresis has ceased in order that training 
methods may have time to become effective. One 
rest day a week without medication reduces the 
tendency to toleration of belladonna. Withdrawal 
of the drug should be gradual, over a period of two 
weeks. 


“Toxic manifestations with atropine are 
usually mild. The symptom most commonly seen 
in children is flushing. Dryness of the throat and 
pupillary are ordinarily not troublesome. Flush- 
ing occurs within a few minutes after ingestion. 
In such instances the drug should be reduced by 
two drops per dose. 


“Belladonna, by relieving the urgency and 
frequency—and the day wetting when present— 
makes the youngster more confident of his ability 
to control the urinary function. In this way the 
agitation and fear which intelligent children feel 
are relieved, and thereby a favourable atmosphere 
for training procedures is produced. 


“Recently, favourable results have been re- 
ported with the use of Thorazine. From 30 to 50 
mg. a day are given in divided doses.” 

Of late, some workers in the field have in- 


vented mechanical and electrical gadgets which 
are so constructed and fitted to the patient, that 
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he is awakened from deep sleep by the ringing of 
a bell set into action by the full bladder. The 
results obtained by these workers have been vari- 
able. The writer has no experience of these gad- 
gets. 


Diurnal bedwetting is usually found in chil- 
dren over 3 years of age who are busy, active 
excitable youngsters who are so engrossed in their 
play activities that they are hardly aware of the 
calls of nature. They are playing excitedly fully 
absorbed in the game. In such cases something 
must be done to impress the children with the im- 
portance of attending to their physical demands. 
During the day the intervals between urination 
are gradually lengthened. Frequently one attains, 
within a short time, intervals of 3-4 hours, after 
having started with intervals of half an hour only. 
This method is particularly useful in dealing with 
diurnal enuresis and frequency of micturition, but 
it is sometimes beneficial in nocturnal enuresis. 


Illustrative cases: Case 1: A tall and attractive girl of 
14 years was brought to the Clinic for the following com- 
plaints: (1) bedwetting; (2) pain in the abdomen; 
(3) general uncontrollableness; (4) beating the mother, 
which was responsible for great anxiety to the mother for 
her daughter. 


She acquired bladder control at the age of 2 to 24 
years. At the age of 4 years she started bedwetting, the 
frequency being about once in two months and this con- 
tinued till the age of 6 years. After that her bedwetting 
became worse so that it occurred daily one to three times 
in the night. This went on till she was 12} years old. 
She stopped bedwetting for a month or so and again 
started it with the same frequency so that at the time of 
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her first visit to the clinic she bedwetted daily once to 
three times in the night. 


Pain in the abdomen was of a griping nature as if 
someone was twisting a rope inside. It was not a referred 
pain, had no relation to food or menstrual periods and 
was not localized to one spot. Pain came on between 
11-30 A. M. and 12-30 noon, when she was not doing any- 
thing in particular but it did not come on if she was 
busily occupied. The first time she remembered having 
pain was after a quarrel with the mother. 


By uncontrollableness the mother meant that the 
patient disobeyed her, answered back if scolded, very 
irritable and occasionally hit the mother back if the latter 
beat the patient. The patient also hit her younger sister 
on the slightest provocation. 

In this case the outstandingly significant feature was 
the extreme rejection of the child by the mother as shown 
by the following details. The mother made no secret of 
the fact that she was not fond of the child and that she 
would like to get rid of her especially because of her bed- 
wetting and bad temper. She showed great disgust and 
contempt at the child’s bedwetting which she tried to 
torrect by severe beating. She abused the patient in words 
which meant that she (the mother) would be very much 
relieved if the patient died. The mother did not respond 
to the patient’s petting and embraces saying that she (the 
patient) was far too grown up for such demonstration. 
The mother curtailed patient’s freedom by not allowing 
her to go out becatse she was suspicious about the girl’s 
activities, ie, talking to boys and actors and actresses 
staying in the neighbourhood. She wanted the girl to get 
married just to get rid of her and showed extreme willing- 
ness to send her to a boarding school. The patient's 
maternal grandmother was an invalid and she also openly 
declared that she was not fond of the girl. The mother of 
the girl frequently told her that she (the patient) would 
be the cause of grandmother’s death if the latter happened 
to die. The mother showed great affection for her younger 
daughter and her younger brother (patient’s uncle) to- 


54 


wards whom she showed extremely over-protective atti- 
tude. The uncle is a neurotic person of about 25 years 
absolutely dependent on his sister. The father of the girl 
showed very little interest in her as he hardly found any 
time from his work to speak to the children. The only 
interest he showed occasionally was to beat her when her 
mother told tales about the patient. 


The patient was extremely jealous of her younger 
sister to whom the mother showed special favour, as she 
was a weakling and kept indifferent health. The patient 
was extremely fond of dancing and music but she was 
never encouraged by her mother to indulge in these acti- 
vities fearing that she might become an actress and take 
to the cinema profession. The patient felt that she would 
become degenerated girl as she constantly stayed with 
ignorant and unintelligent people (meaning her own 
people at home). She said that there was no one in the 
home after whom she could mould her own character. She 
was tired of the unharmonious relations between the family 
members and very much detested grandmother’s inter- 
ference in her affairs. She got on well with other people 
outside the home. 


From the above account it is evident that the child 
lacked the most fundamental emotional need and that is 
the need for emotional security in the form of parental 
love. She was a completely rejected child. She lacked a 
concrete ideal in the home on which she would build up 
her own character. Her freedom, which is never so much 
wanted as at the time of puberty, was very much cur- 
tailed. Her interests in dancing and music were com- 
pletely suppressed. Thus her rebellious attitude is not 
difficult to understand. 


Treatment: In the first place a thorough physical 
examination was made for her pain in the abdomen. No 
organic disorder could be detected. All other systems were 
examined and found normal. The patient was told that 
her illness was not due to any serious organic disorder 
but that it had an emotional origin. All the same a mix- 
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turo was prescribed by way of a placebo as she was not 
satisfied by this reassurance only. 


Then regular psychotherapy was instituted which con- 
sisted in modifying mother’s faulty attitude and individual 
work with the child herself. Her I. Q. was found to be 91 
by Binet-Simon Tests and 107 by Performance Tests. 


Work with the Child herself: Psychotherapy of the 
interpretative type was given to the child. An explanation 
of the relation between emotions and bodily symptoms 
was given. It was pointed out to her that her pain in 
the abdomen was of psychic origin as was shown by the 
definite times at which it occurred and the first time that 
she had pain was after a quarrel with her mother. Pain 
was of griping nature as if some one was twisting a rope 
jnside. An interpretation was given explaining to her the 
yelation between the nature of pain and her aggression. 
towards her mother. Her bedwetting was also tackled on 
the same lines giving her interpretations at appropriate 
times during the talks. Aggression against the mother 
was expressed unconsciously by her bedwetting which was 
a measure used by her by way of retaliation. Her enuresis 
was an infantile way (regression) of procuring her mother’s 
attention and sympathy as was shown by the fact that she 
did not bedwet when she slept with her mother. She was: 
told that she should meet her difficulties in a healthy 
grown up way. She was also explained the jealousy 
situation between herself and her sister and her uncle. 


Attitude therapy to the mother was a difficult and 
arduous task. She had her own emotional difficulties 
which were frankly discussed before the therapist. She 
was given some insight into her own behaviour to the 
child. The social worker, who visited her home, not only 
had talks with the mother but also had detailed discus- 
sions with the grandmother. The uncle was advised to 
attend the psychiatry department of a general hospital for 
treatment. There was considerable change for the good in 
the attitude of both the mother and grandmother towards 
the child. Friends and recreation were provided by the 


56 


skilfull management of the psychiatric social worker. 
Later on she was sent to a boarding school. 


Progress of the case and results: Pain disappeared 
completely after only a few attendances. Bedwetting also 
stopped but there were occasional mild relapses during 
which she bedwetted only for a day or so and only once 
in the night. Later, inquiries at the boarding school show- 
ed that bedwetting had completely stopped and she was 
free from it for one year. Her irritability and general un- 
controllableness considerably diminished and her mother’s 
fears about the patient very much relieved. She has 
settled down nicely at the boarding school where she is 
studying and there has been no recurrence of her symp- 
toms since. 

Case 2: A small boy of 2 years and 9 months was 
referred to the Clinic for bedwetting, soiling of clothes, 
mischief and temper tantrums. He was accompanied by 
his mother, a thin, pale, nervous person with a very 
anxious look. She was very much worried about the child 
because he was extremely jealous of his younger sister 
whom he beat frequently. His bedwetting and soiling 
upset her very much because she thought every normal 
child should acquire complete bladder and bowel control 
by the age of six months. Soiling mostly occurred in the 
school and occasionally at home. When she found that 
her child was wetting his bed and soiling his clothes after 
that age she tried to correct his habits by beating and 
scolding him. The mother had very queer notions about 
cleanliness. She herself dressed well and looked neat and 
tidy. The father always quoted his own example to the 
child that he, like him (patient), was never a naughty boy 
and never bedwetted or soiled himself after the age of six 
months. 

Only attitude therapy to the mother and play therapy 
with the child were carried out. Attitude therapy con- 
sisted in correcting her faulty notions about upbringing 
of children and relieving her anxiety about her child to 
whom the anxiety was unconsciously communicated. She 
was persuaded not to beat or scold the child for his 
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“unclean” habits and it was pointed out to her that in 
spite of her having recourse to that method the child did 
not improve. It was also impressed on her that bed- 
wetting upto the age of 3 years could be regarded as a 
normal occurrence in children. The child was attending a 
nursery school where he spent more than five hours which 
was rather too much for a child just 3 years old. She 
was persuaded to keep him there for a shorter time. 


Another thing that worried the mother was the child’s 
tantrums. Advice was given as to how to deal with his 
temper outbursts. During these tantrums the child cried 
loudly, rolled on the ground kicking his feet in the air, 
The mother used to deal with these by punishment either 
in the form of beatings or keeping the child hungry or 
as a last resort yielding to the child’s demands. The 
mother was advised that she herself should not be upset 
and show temper but just ignore the outburst and if she 
could not tolerate the noise or sight of it, she could go 
away in another room and come and reassure the child 
from time to time without giving in to the unreasonable 
demand of the child, always explaining to him the reason 
why she considered his demand unreasonable, 

Beating his younger sister on the slightest provoca- 
tion was another problem which the mother found diffi- 
cult to tackle. The mechanism of sibling rivalry was ex- 
plained to her. She was advised that her attitude to the 
patient should be such that he, who was the centre of 
attention and interest of the parents till the arrival of 
the younger baby, should not feel neglected and less loved, 
a thing which is likely to occur in view of the fact that 
a new born baby, small and dependent as he is, naturally 
demands more time and attention from the mother who 
expects the older child to be abl 
She was instructed tha 


Š o nag hi 
for his bedwetting. a 


_ In the Clinic, his activities mostly consisted in play- 
ing on the sand-tray where he played with sand and 
water and smearing his body with them while playing. 
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He always seemed to enjoy playing with water and “dirty- 
ing” himself and his clothes with sand and water. 


Progress of the case and results: The mother co- 
operated well and carried out all the clinic instructions and 
advice. Soiling completely ceased. Bedwetting improved. 
considerably. Before his referral he used to bedwet daily 
but since coming to the Clinic it diminished to once or 
twice in a month, Temper tantrums disappeared com- 
pletely. Beating the younger sister persisted but it was 
very much less than before. Unfortunately the patient 
could not continue attending the Clinic because of un- 
avoidable circumstances. Further inquiries showed that 
his improvement had been maintained but his bedwetting 
had not completely disappeared. 


The improvement) in this case may be ascribed 
to: (1) Perfect co-operation of the mother, who 
always showed great keenness to learn the modern 
methods of child upbringing and took full advan- 
tage of the attitude therapy given to her, and her 
being able to change her attitude. (2) Playing on 
the sand-tray: In this instance no interpretations 
of his play were given to the patient. This sug- 
gests that it was the feeling of security that the 
child felt from expressing thoughts and impulses 
(dirtying himself with sand and water) of which 
he was otherwise afraid in the presence of non- 
critical and kindly adult which improved the 
child very much. The child was able to work out 
his emotions and express his inner cravings and 
wish phantasies unconsciously during play. 


CHAPTER V 
TEMPER TANTRUMS IN CHILDREN 


Anger is an intense emotion which often leads 
to undesirable conduct. One expects this particular- 
ly in children as they have not yet developed suffi- 
cient self-control because of their limited training 
and experience. Unlike adults they have not yet 
learnt to postpone gratification of their immediate 
needs and, because of parental prohibitions and in- 
hibitions, frustrations occur when their instinctive 
tendencies are thwarted and anger is frequently 
stimulated. The control of anger depends upon the 
development of certain inhibitions and restraints 
and it is essential that these be established early in 
life if the child has to grow up into an emotionally 
integrated adult. 


A temper tantrum is not the only manifesta- 
tion of anger in children. Shyness, sullenness and 
moodiness are other manifestations. Moodiness may 
lead to brooding and day-dreaming in which fan- 
tasies of a revengeful nature may occur. 

A temper tantrum may be defined as an un- 
controlled outburst of kicking and screaming, and 
breath-holding, which is a dramatic physical de- 
monstration of the child’s resentment. 


The incidence of temper tantrums is com- 
monest amongst children of pre-school age, espe- 
cially between the ages of two and four years. It 
is during this period that the child’s need for 
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emotional growth is greatest. He wants to do 
everything himself. He wants to dress himself, 
wants to tie his own shoe lace, and wants to eat 
by himself. There is nothing, he seems to think, 
he cannot do which an adult can do. This desire 
to grow is not often encouraged by parents who 
have very little patience and tolerance and is inter- 
preted as disobedience. They have no time to wait 
till the child finishes doing a job in hand. They 
either scold him to be quick, or they immediately 
run to the child for help which the child very much 
resents, He feels frustrated which feeling leads to 
anger. This is also the reason why temper out- 
bursts occur during the routine procedure of toilet 
and feeding. This need for growth must be satisfied 
if the child has to grow up into a well-integrated 
and independent individual. 


Causes of temper tantrums: Want of sleep 
and sufficient rest may make a child irritable and 
difficult to please. Lack of play in a child who is a 
bundle of energy makes him, restless, irritable, 
fussy and cross. Over-excitement also adds to his 
restlessness. Temper tantrums are often a sign of 
nervous fatigue in childhood. 


If a child finds that a temper tantrum has 
worked out to his advantage, others follow quickly 
till they become a habit to gain his own ends. It is 
quite surprising to see how cleverly a child can 
choose the time and place where giving-in to him 
becomes almost a necessity. For example, when 
there are guests or visitors in the home, it is con- 
sidered an ideal time to throw a temper tantrum 


61 


which generally proves successful. Bribing makes 
temper tantrums worse. 


Overprotection is an important cause of temper 
tantrums. A child who is always accustomed to 
get what he wants, quickly learns that temper 
tantrums are a useful means of dominating his sur- 
roundings and over his yielding parents and of 
getting all the attention he wants. For this reason 
temper tantrums occur frequently in the only child, 
During convalescence after an acute illness the 
child may become peevish and irritable and temper 
outbursts may occur to gain more attention and 
sympathy from the parents. 


A temper tantrum may be a reflection of 
parents own behaviour. Children are very quick to 
imitate and are very suggestible. Very often he 
hears his mother saying, “He is very quick- 
tempered. His father is like that too. It is in the 
family.” Thus some children become proud of their 
tantrums because they amount to a family tradition 
and they feel they must live up to their parent’s 
expectations and show off bad temper. Temper tan- 
trums may be used to prevent an anticipated 
punishment or to interrupt punishment in progress. 


Emotional insecurity due to any cause may 
bring about temper tantrums. In a child who feels 
unloved and rejected, either in reality or in fan- 
tasy, temper tantrums are unconscious attempts on 
his part to test out reality. He seems to ask him- 

_ self, ‘If I am bad, (having temper outbursts), will 
Mummy really hurt or destroy me?’ In this crude 
way he fears in his unconscious mind. If the 
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mother beats him, his idea of a rejecting and un- 
kind mother is confirmed which makes him further 
emotionally insecure, thus perpetuating the need 
for temper tantrums to test out whether his idea of 
the rejecting parent is true or false, 

tig 


Violent outbursts of temper occur also in some 
organic diseases, e.g. in post-encephalitic states, 
epilepsy, and after head injury. 

Mental defectives are subject to violent tem- 
pers, 


Treatment: A thorough physical examination 
should be carried out to exclude any organic 
disease. The child’s general condition must be 
looked into and any faulty habits regarding eating, 
sleeping and elimination must be corrected. If there 
is any lack of play, ample opportunities for play 
should be provided. 

The causes of temper tantrums need thorough 
exploration. Faulty parental attitudes which have 
been responsible for the problem should be cor- 
rected and if that is not possible they should be at 
least modified. This eases the environmental con- 
ditions which will make adjustment on the part of 
the child easier. The parents must be reassured that 
their child is not suffering from insanity which 
notion they have obtained from others who have 
seen the child in a temper tantrum. 

During a temper tantrum, the child must not 
be scolded and one should not lose his or her own 
temper. The child must be reasoned with and given 
explanations as to why his demands are not satis- 
fied. The unreasonableness of his demands’ must 
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be made clear to him. If, in spite of this, he con- 
tinues to have his tantrum, it should be completely 
ignored. Let the storm be over. This period, during 
which complete indifference is shown to his tan- 
trum, should be interspersed with attempts at 
reasoning with the child lest he should interpret 
complete indifference as rejection on the part of 
the parents. In the vast majority of cases the habit 
is given up within a short period. The child learns 
that he just cannot dominate his environment by 
his tantrums. Once a definite stand is adopted, this 
crude method of gaining an end, or attracting 
attention, or obtaining bribes, is given up as it will 
no longer work out to his advantage. Some cases 
of temper tantrums associated with organic diseases 
like, post-traumatic (head injury), and post-ence- 
phalitic conditions respond to treatment with 
amphetamine sulphate. In cases of temper tan- 
trums, not due to any known organic disease, but 
where there is excessive aggressiveness and the 
E. E. G. shows abnormal patterns, amphetamine 
sulphate administration is of value. 


Case illustration: A seven-year-old boy was referred 
to a Child Guidance Clinic by a pediatrician because the 
parents of the child kept on complaining to him that their 
child constantly threatened to commit suicide by thrusting 
a knife into his abdomen or by throwing himself out from 
a window. When the parents were interviewed they showed 
extreme anxiety because they thought that their child must 
be insane. Throughout the first interview they kept on 
asking whether the child was suffering from insanity, They 
also complained that the boy showed stukbornness to such 
an extent that if his demands, however unreasonable, 
were not satisfied, (e.g. he insisted on having a bicycle in 
spite of his parents repeatedly reasoning with him that they 
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could not afford to give him and would buy it when their 
financial condition permitted it), he would at once go into 
a temper tantrum, refuse to eat, and threaten that he 
would end his life. He also showed some mild speech 
defect as shown by his inability to pronounce certain 
words. The parents, particularly the mother, would become 
very much frightened and always yielded to his demands. 
He behaved like this particularly when there were visitors 
at home. They were so fed-up and tired of the boy that 
they did not know what to do with him when the pedia- 
trician referred the child to the Child Guidance Clinic. 


His mile-stones of development were normal except 
for his starting to speak a little later than usual. He had 
always been a sickly child. He had five brothers and two 
sisters and he was the last but one child. His I. Q. was 
normal and his school report was satisfactory. He teased 
children younger than himself. He took particular delight 
in twisting the younger brother’s fingers. He showed 
jealousy towards his younger brother as the latter slept 
in the same bed as his mother. 

During psychiatric interviews, the boy talked freely 
frankly and without any reserve. He said that a lot of 
discrimination was shown between his younger brother 
and himself. When he was asked: to name all his brothers 
and sisters in order of his preference, he mentioned ali 
except (significantly enough) the name of his younger 
brother. The jealousy and rivalry situation between him 
and his younger brother was pointed out to him and was 
explained that his behaviour was an unconscious attempt 
on his part to gain his mother’s attention and sympathy. 
It was also explained to him that it was an immature way 
of obtaining recognition from the parents. 

The parents were interviewed and were given the fol- 
lowing instructions: First of all, because of their anxiety 
that the child was, or might become insane, they were re- 
assured that he was not suffering from any insanity. They 
were warned that the threats of suicide should be taken 
seriously and the first thing they should do, when they 
expect the child to throw a temper tantrum, is to put sharp 
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instruments like knife, scissors, etc. out of the boy’s reach 
and they should close the door leading to the balcony from 
where he threatened to jump out. The boy should not know 
about these precautions. 

When the child was in a temper tantrum, he should be 
completely ignored, but before this it should be explained to 
him why they were not yielding to his demands. If the 
tantrum continued, even after this explanation, it must be 
completely ignored. During this period, at intervals of a, 
few minutes, he should be explained as to why his demands 
were not met. The parents were asked not to yield to his 
demands if the demands were unreasonable. They must 
take care not to lose their own temper. The parents were 
told that equal love and affection should be shown to him 
and to his other brothers and sisters. It was pointed out 
to them that the temper tantrums were in the nature of 
an unconscious way of gaining their attention and sym- 
pathy. This was caused by the feeling that he was dis- 
criminated against by being shown less attention and sym- 
pathy compared to that shown to his younger brother. The 
parents were asked to instruct every member of the family 
not to tease him and call him insane. The parents co- 
operated well, and carried out all the instructions given 
to them by the psychiatrist. 

The boy’s elder brother reported after a few visits 
to the clinic by the boy, that the latter was very much 
better and that his temper outbursts had completely dis- 
appeared, but he was still slightly mischievous though the 
mischief was more like that made by a normal boy of his 
own age. He did not threaten to commit suicide and 
showed no jealousy of the younger brother. A follow-up of 
the case recently has shown that the improvement has 
been maintained, 


CHAPTER VI 
MASTURBATION IN CHILDREN 


Perhaps no problem causes so much worry and 


“anxiety, to parents and teachers alike, as the habit 


of masturbation. It is also referred to as ‘nasty 
habit’, ‘self-abuse’, or “he has bad habits, you 
know what I mean.” Masturbation may be defined 
as artificial excitation of sex organs for the purpose 
of deriving pleasurable sensation. The excitation 
is brought about, either by the person himself or 
herself, or by another person. Mutual masturba- 
tion between a group of children who stimulate 
one another, takes place often in institutions like 
reformatories, boarding schools, etc. 

When masturbation occurs in infants and 
small children it has, as a rule, little of sex as we 
grown-ups understand it and has no moral value. 
In little children, it should be completely ignored 
and nothing should be done to fix the child’s in- 
terest on it. Unnecessary feeling of shame, sin, 
secrecy and mystery should not be created. in the 
child’s mind regarding this activity. 

Effects of masturbation: Masturbation occurs 
much more frequently than most parents, educa- 
tionists and physicians believe. Work with adult 
neurotics and with the parents of children attend- 
ing child guidance clinics, has shown that people 
have certain definite but wrong notions about the 
physical and mental ill-effects resulting from the 


67 


habit of masturbation. It is not unusual to find 
adult neurotics blaming their habit of masturba- 
tion as responsible for their neurosis. 

They firmly believe that loss of semen, either 
due to masturbation or night discharges, (but not* 
resulting from sexual intercourse!) will cause the 
following harmful effects: loss of energy, loss of 
weight, loss of memory and concentration, joint 
pains, back-ache, black circles round the eyes, 
blindness, impotence, tuberculosis, epilepsy, mental 
defect, insanity and even death. Many more harm- 
ful effects can be added to the list. When asked 
why they believe loss of semen is responsible for 
all these, the reply is that since one drop of semen 
is equal to hundred drops of blood, each time 
semen is lost a proportionate quantity of blood is 
lost. The source of knowledge?—Cheap books and 
magazines on sex (written by unqualified persons) 
on book stalls, ill-informed friends, physical in- 
structors, teachers and parents. Some teachers and 
physical instructors frighten children by boasting 
that they can ‘spot’ out masturbators at a glance. 


It takes quite some time and effort to convince 
neurotic patients and teachers and parents that 
masturbation as such, has no direct physical or 
mental effects. It is the fear of discovery and fear 
of consequences and the associated feelings of 
anxiety, guilt and shame which may render the 
person secretive, worried and depressed and thus 
form the basis of a psychoneurosis. The guilt and 
anxiety over masturbation may make the person 
shy, secretive, sly, unable to look people in the face, 
unable to concentrate on studies and over-religious. 
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A need for punishment is created. Thus a stage 
may be set for a serious mental breakdown. If he 
happens to fail in his examination at this time, 
even a psychosis may be precipitated. 


When the harmlessness of the habit of mastur- 
bation is emphasized, it does not imply that mas- 
turbation is an activity to be encouraged. Excessive 
masturbation, especially when much pleasure and 
satisfaction are derived from the act, may fixate the 
individual to this mode of sexual satisfaction even 
in adult life. Hence, when he marries, this fixation 
may interfere with his normal sexual life. As 
masturbation is an act of love of oneself, the nar- 
cissistic child finds the act of masturbation pecu- 
liarly satisfying and pleasing. This habit encou- 
rages in him a narcissistic attitude towards life. It 
tends to make him self-centred and ego-centric. 
He may even find as a love-object someone who 
resembles himself, which may lead to homo- 
sexuality. 


Causes of masturbation: Local. irritations due 
to skin diseases may lead to scratching in the geni- 
tal or perineal region and thus to the discovery of 
pleasurable sensation. Unduly close-fitting and 
uncomfortable clothing may have a similar effect. 
Accidental stimulation of the sensitive cutaneous 
and mucous membrane surfaces when the child is 
being washed or dried may be another cause. 


Lack of parental love, rejection, loneliness, 
broken home, unkind treatment at the hands of 
the parents or teachers, frequent quarrels between 
the parents are important factors which may make 
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the child resort to masturbation as the only solace 
and source of pleasure. Poor housing and inade- 
quate sleeping arrangements are other important 
contributory causes. Seduction by adults or older 
children, (particularly in boarding schools and 
orphanages), may be the starting point of the habit 
of masturbation. Mutual masturbation is of fre- 
quent occurrence in children’s institutions. Another 
cause is pampering—the child who receives too 
much of caressing, fondling and fussing. Sending 
the child to bed when he is still full of play is 
another important cause. The time that elapses 
between going to bed and falling off to sleep is 
often utilized in handling of the genital organs. 


Habitual or compulsive type of masturbation 
is likely to occur in those children who are con- 
stantly insecure as a result of their being brought 
up in an atmosphere where normal affectionate re- 
lationship between the various members of the 
family do not exist. 


Treatment: It should be remembered that 
masturbation is only a phase in the child’s deve- 
lopment. The ordinary masturbation of small 
children should be ignored. Mechanical restraint, 
sinister threats and punishment must be avoided. 
It must be impressed on the parents that mastur- 
bation is not a disease. Very often a talk to the 
parents, explaining to them the nature of the whole 
problem, particularly emphasizing the harmless- 
ness of the habit, goes a long way in relieving their 
anxiety arising out of the over-emphasis that is 
laid on masturbation. Faulty notions “about the 
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harmful effects of the habit have to be corrected 
both in the parents as well as in children (parti- 
cularly older children). Proper enlightenment on 
the subject would enable the parents in correcting 
their wrong conceptions and changing their atti- 
tude towards the habit and the child. Parents must 
be told that ‘castration’ threats (i.e. threats to cut 
off the child’s genitals) should never be given to 
the child. Threats of any kind must be avoided. 
Sometimes it becomes necessary to give a number 
of psychiatric interviews to the parents in order to 
dispel their own fears about masturbation which 
have been deeply ingrained in them in their own 
childhood. 

The child should be thoroughly examined 
physically. Any local cause like skin disease, ill- 
fitting clothing, etc., must be removed. In very 
small children, in whom individual psychotherapy 
may not be possible, parents are advised to divert 
the child’s attention from the habit by directing it 
to other activities which the child enjoys most. 

In older children, individual psychiatric inter- 
views, which are of informative and educative 
nature, are necessary. His sense of guilt and shame 
connected with the habit has to be removed or 
lessened. Opportunities for suitable amusements, 
games, exercises, excursions, etc., should be pro- 
vided. 

Sex education: It cannot be over-emphasized 
that if the parents (or educators) provide their 
children with the correct facts about sex, before 
reaching the stage of puberty, a preventive mea- 
sure of great value is achieved. A clear and precise 
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notion about the difference between the sexes and 
the facts about the way children are born must 
exist in the child’s mind. “It is certainly worth 
making boy and girl realize the natural difference 
which exists between them, and trying to convince 
them that no one sex is superior to the other, but 
that there are two different sexes, called upon to 
play different roles. When this notion has been 
well digested it creates no tiresome problems for 
the child, and dispenses completely with the prying 
curiosity which one always finds with children bet- 
ween the ages of three and five (whatever may be 
said to the contrary) and which is just the trans- 
lation of the urge to learn more about sex differ- 
ences”.* This cannot be done in one or two lessons 
given to the child at a particular stage of his deve- 
lopment. The enlightenment and knowledge on 
sex matters must be instilled over the whole period 
of development. At any given stage of develop- 
ment, the extent and the type of sex knowledge 
imparted will depend upon how much the child 
already knows, how much he wants to know, his 
age and his mental capacity to understand what he 
is told. Tact and caution are necessary. At school 
age, the teachers must co-operate with the parents 
in this important task. Opportunity to impart sex 
knowledge should be taken by teachers during 
biology or hygiene lessons. 

The use of simple and non-technical expres- 
sions are necessary when children are given sex 
knowledge. They should be told that babies grow 


*Andre Arthurs: “The Unknown World of the Child”, 
p. 145, Paul Elek, London, 1947. 
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in the mother’s tummy in a special bag-like struc- 
ture and, after nine months, when they are suff- 
ciently developed, they are sent out into the world. 
If the facts are imparted without embarrassment 
and in a matter-of-fact way, a vast majority of 
children are satisfied with these simple explana- 
tions. Further information about sex is given when 
the first signs of puberty appear. The boy is told 
about the significance of night discharges and the 
girl about the menstrual periods. This will prevent 
harmful psychological reactions when the boy has 
for the first time night-discharges and the girl her 
periods. 


If sex information is not given to children, 
either because parents find it impossible to do so, 
or because they believe that everything connected 
with sex is dirty, they pick up their information 
from friends (who are equally ignorant or mis- 
informed), or from cheap books on sex written by 
most unqualified persons. This may produce severe 
emotional conflicts which may form a nucleus for 
future neurosis. 

Case illustration: 1. The following case is an illustration 
of a child having sex conflicts: A very bright, attractive, 
English-speaking five-year old girl was referred to a Child 


Guidance Clinic by her anxious parents for the following 
problem: 

The girl P became very anxious and cried because 
certain words like, ‘pooppy’ (male genital organ), ‘toe’ 
(female genital organs), ‘bitch’, ‘swine’, ‘idiot’, constantly 
came to her mind and obtruded upon her thinking. She 
„believed that she would go to Hell (her idea of Hell was a 
place where there were snakes, huge pythons and balls uf 
fire) if these words came to her mind, or if she uttered 
them. She also showed extreme sex curiosity. The parents 
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had become very anxious and thought that the child had 
signs of insanity. 

Early developmental history: The mother had normal 
pregnancy but had difficult labour with forceps delivery. 
The child did not cry for 15 minutes after birth. Her mile- 
stones were normal. She had broncho-pneumonia when 
she was 6 months old, and uncomplicated measles at 2} 
years. Her tonsils were removed when she was 3} years 
old. She had no other serious illness. 


She had a younger brother, 3 years old. She frequently 
quarrelled with him and was also jealous of him. Her I. Q. 
was 140. She studied at home. 


The grandmother of the child was an extremely pious 
lady and she had been mainly responsible for instilling into 
the child’s mind ideas of Hell and Heaven. When the child 
did not obey her commands she threatened her (the child) 
that God would punish her. The parents too, occasionally 
threatened her in the same way. P said that she picked up 
a few bad words from a neighbour’s child. When she utter- 
ed those words in the home, her grandmother threatened 
that she would go to Hell. 


The first step in the treatment was to reassure the 
parents that the child was not insane and that her problem 
was not diffcult to handle. Their anxiety was thus consi- 
derably relieved and was prevented from being communi- 
cated to the child. The grandmother, through the mother, 
was instructed to give up talking to the child about Heaven 
and Hell, punishment by God, etc. The parents were told 
that if she uttered ‘pooppy’, ‘toe’, etc, they should not be 
upset, but should reassure the child not to worry. They 
were asked not to threaten her by saying, ‘God will punish 
you if you are naughty’, or, ‘you will go to Hell if you 
utter bad words,’ etc. Without getting upset, they must 
keep on reassuring the child that such words come to the 
minds of others also and nothing happens to them—they 
do not go to Hell. 


Sleeping arrangements were investigated. P slept in the 
same bed as her father while her brother slept with his 
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mother. The parents were advised to gradually change this 
arrangement so that the children slept in separate beds. 
It was suggested to them that when they wanted to be 
together, by themselves, they should go to another room, 
away from their children, even if they were asleep. It was 
also suggested that P should be told bedtime stories because 
she complained that she got bad ideas before falling off 
to sleep. 

As her superior intelligence had no other outlet the 
parents were advised to send the child to a school. They 
were instructed that for the first few days the mother must 
accompany the child to the school to prevent a sudden 
emotional trauma occurring due to separation from the 
mother, 

In the beginning P was very reticent and did not talk 
with the psychiatrist. Whenever she was interviewed she 
cried for her mother. Later on when she was taken up 
on the sand-tray, she said occasionally only, ‘I am thinking 
of bitch.’ She was reassured that she need not worry about 
it. Then she counted upto 100 and was very happy and 
proud because she counted without a single mistake. P 
was very unhappy when many workers in the Clinic asked 
her, ‘How are you P? (as she was an attractive child every- 
body wished her and talked with her). Then she cried 
because she wondered why so many persons were interest- 
ed in her. When the therapist took her up for an interview 
she stopped crying. She said that she learnt all the bad 
words from a boy who lived in the block next to hers. Then 
she corrected herself by saying that the words ‘pooppy’ 
and ‘toe’ she learnt by herself. Gradually she began to 
say that she was no longer worried about those words. The 
therapist asked her whether she was anxious to know 
anything about ‘pooppy’ and ‘toe’. She said, ‘no’, The 
therapist told her about the excretory functions of the male 
genital organ and the difference between the sexes was 
clearly explained to her. Nothing was mentioned regarding 
the sexual functions as she did not show any anxiety to 
know about the sexual functions of the male and female 
genital organs. She seemed to be quite satisfied with the 
explanations given to her. 
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Gradually the bad words stopped coming to her mind 
and even if occasionally they did come, she ceased worry- 
ing about them. Ultimately no bad words came to her mind. 
She went to school where she had no difficulty in getting 
along well with everybody. The sleeping arrangement had 
also been changed. Throughout the treatment the parents 
gave full co-operation. A recent follow-up, after 2 years 
of treatment, has shown that the improvement is maintained. 

Case illustration: 2. A boy, aged 14 years, was brought 
by his anxious parents to the child guidance clinic with 
the complaint that for about a year he had started behav- 
ing rather queerly. While reading he would suddenly 
shout, “No, no, cut it off, cut it off”, and then would make 
a sign of atonement. Again after a few minutes he had 
to go through the same ritual, and if he did not, he would 
be very tense and further reading became impossible. 
Even if this sort of ritual which he was compelled to carry 
out was followed, it made concentration at his studies well- 
nigh impossible. He would take nearly two hours to finish 
his bath and took long over all his daily routine activities. 

During psychiatric interviews he presented his pro- 
blem as follows: He was unable to concentrate on his 
lessons because, whilst reading, sex ideas constantly 
obtruded upon his mind in spite of his efforts to get rid 
of them. There was a desire to touch the private parts of 
other people—man or woman—and putting his genital 
organ “between their buttocks’. He had masturbated 
almost daily for a year or S0, and every time during the 
act of masturbation he had followed a certain ritual. He 
always masturbated just before his bath. He allowed the 
stream of water from the tap to fall on his penis which 
excited him very much sexually and at the same time 
imagined the naked breasts of women. This led ultimately 
to ejaculation. After this he had his bath which took him 
two hours or so. During psychotherapy it was revealed that ` 
it took him so long over his bath because by so doing he 
was, unconsciously, scrupulously washing away his sins 
after masturbation. He was very much afraid of his 
younger sister, 5 years old, when she went near him 
particularly if she was without clothes. He also had a 
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phobia that he might swallow pins or he might rob some- 
body. When these ideas came to his mind, particularly 
while. reading, he would shout out, ‘No, no, cut it off, cut 
it off, and make the sign. 


He also complained that he felt extremely anxious and 
unhappy after masturbation. He thought that ‘it was a 
mortal sin and a serious offence against the law of God’. 


All these complaints made him miserable and had 
shattered his confidence in himself, and of getting through 
his S. S. C. examination which was due in 2} months’ 
time, 


It was thought that this was definitely a case for in- 
dividual psychotherapy of a deeper type. Environmental 
manipulation was not neglected and carried out when 
necessary. His I. Q. was 130. 


The treatment mainly consisted in relieving his ex- 
treme sense of guilt and enlightenment on sex matters. 
He was reassured again and again that masturbation did 
not cause any harmful effects on the body and that it was 
not a ‘mortal sin’. After quite a number of psychiatric 
sessions he felt much better, the frequency of masturbation 
diminished and he stopped shouting ‘No, no, etc.’ One such 
typical psychiatric interview is quoted verbatim: 


The patient was very cheerful that evening and when 
asked the cause of his high spirits he said, ‘I am very 
much improved and feel much better’. 


Psy.: ‘Is there anything else that still bothers you?’ 

Pt: ‘Yes. I still have to talk to myself occasionally 
when I am reading.’ 

Psy.: ‘What do you say at that time?’ 

Pt.: ‘No, no, cut it out, cut it out? 

Psy.: ‘Why do you say that? 

Pt.: ‘Because certain ideas keep on coming to my 
mind and I want to cut them out? 

Psy.: ‘What are those ideas?’ - 

Pt: ‘It is about masturbation; now I know that it is 
not a mortal sin to masturbate; but when I see a woman 
suckling a child I am very much Sexually excited and 
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often I masturbate after witnessing such a sight. I also 
think that it would be a nice feeling to have breasts myself 
and suckle a child. As I haven’t any I get a feeling that 
someone would suck my genital organ.’ (One may note 
here Freud’s observation, viz. equation of nipples with 
penis). ‘Doctor, is there anything which would make that 
pleasurable feeling during masturbation last longer? It 
is so transitory that it leaves me unsatisfied.’ 


Psy.: ‘No. There is nothing one can do to make it 
last longer.’ 


Pt: ‘Do man and woman, when they have sexual 
intercourse, masturbate?’ 


Psy.: No. 
Pt.: ‘Then how does the semen come out?’ 


At this stage he was given general information about 
sex and was enlightened on those matters about which he 
had very vague notions. He was reassured that ideas about 
sex matters were not sinful or harmful, but extreme pre- 
occupation with sex ideas was undesirable. He was told 
that there are other constructive and useful activities 
which would give him long-lasting pleasures and with 
which he may occupy his mind. As he had expressed once 
that he was very fond of music and had composed a song 
it was emphasized that it would be very profitable if he 
occupied his mind in music and in composing. He later 
on joined a music class and took violin lessons. Still later 
he was helped (after overcoming lot of resistance from his 
parents) to join a club. He passed with credit his S. S. C. 
examination about which he had no confidence at all. 

After a few weeks he said that he was very much 
better and his mind was not so very preoccupied with sex 
ideas as before. He said that he could control his sex urge 
and the frequency of masturbation had diminished to once 
in 8 to 10 days. His symptoms, viz, fear that he 
would swallow pins or would rob somebody, were very 
much in abeyance. He said that some obsessional doubts 
still persisted but they did not create much tension in his 
mind. 
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The treatment lasted for about 1} years. (The actual 
working time being about 12 months. Each psychiatric 
session was of about 25 minutes—twice a week). 


The patient had very much improved and the follow- 
up of the case later on showed that he was doing fine 
in the college and had made a fairly good adjustment. 

This was a case of severe obsessive compul- 
sive neurosis, based on conflicts over masturbation, 
requiring prolonged and deep psychotherapy. 


CHAPTER VII 
DAY-DREAMING IN CHILDREN 


Day-dreaming or fantasying is excessive ima- 
gination which is neither constructive nor prac- 
tical, the chief characteristics being freedom from 
the restraints of reality and is indulged in at the 
cost of activity. To a certain extent it is normal in 
childhood. In childhood it is difficult to distinguish 
between fantasy and reality because the distinc- 
tion has not yet been learned. This is frequently 
observed in children’s play. Fantasies represent the 
fulfilment of repressed desires and impulses that 
are often of a childish nature. Ambition is a kind 
of fantasy but it is not pathological because real 
striving is not abandoned for indulgence in the 
fantasy alone. When a fantasy comes to be firmly 
believed, it is described as a delusion. 

Sometimes distinction is made by some authors 
between fantasying and day-dreaming. There is 
a difference of degree only, day-dreaming being 
more severe than fantasying. The child will not 
share his day-dreams with his best friends whereas, 
he may tell his friends about his fantasies. In the 
writer’s opinion, no practical and useful purpose is 
served in making such a distinction because the 
causes and treatment of both are the same. 

Contents of day-dreams: If the contents of all 
the day-dreams of children are recorded, it would 
raake a very interesting reading. One wonders to 
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what extent the child’s imaginative mind works. 
The types of fantasies will depend upon the nature 
of the stress and strain that the child is under- 
going and upon the nature of unfulfilled repressed 
desires.. 


The unhappy child will dream that he is an 
orphan or a foundling and weave fantasies of self- 
pity and reproach. If he is very poor he may ima- 
gine himself to be the child of wealthy parents. 
If the parents or teachers are very unkind to him, 
his fantasies may take the shape of suicidal ideas, 
thinking how sorry they will be when they learn of 
the tragedy. He may imagine his parents weeping 
over his dead body and hear them talking among 
themselves that what a gem of a son they have lost! 
A physically weak or crippled child who cannot 
take part in sports or games, when he sees other 
children more fortunate than himself playing and 
enjoying good health which was denied to him, 
may take to day-dreaming as a form of an escape. 
Wicked step-mother or foster-mother fantasies 
are also frequent. A topsy-turvy world is some- 
times imagined in which he becomes the ‘parent’ 
and parents become ‘children? whom he orders 
about and punishes, or he becomes the ‘teacher’ 
and the teacher becomes the ‘class’ and the ‘teacher’ 
derives satisfaction in bullying the ‘class’. 

An adult schizophrenic patient of the writer, after she 
recovered from an acute attack of schizophrenia, was 
advised to remain under observation and undergo psycho- 
therapy. During psychotherapy she revealed that, as a 
child, she had indulged a lot in fantasying, and day- 


dreaming was her favourite occupation. Her parents were 
alcoholic. Her mother became insane and had to be sent 
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to a mental hospital where she died. The patient was then 
only. six years old. She never had any love from her 
mother who completely neglected her. The father had no 
time to look after the child. She had an elder brother, 
but the disparity of age between them being very great, 
they had hardly ever played together. Besides, he was the 
favourite of the parents. She was not allowed to play with 
other children. She felt completely rejected. She was left 
entirely in the hands of the servants. Unfortunately, a 
very trusted servant, who was in their service for a long 
time, assaulted her sexually. She was terribly frightened. 
She complained to her father who took no notice of her. 
She said that ever since that time she lost all faith in 
human nature and human beings. She kept pets in the 
house and gave up all human company. She requested her 
father to buy her a pony which request was granted. She 
looked after the pony as though, she said, the pony was 
her brother and became terribly attached to him. In the 
meantime the father had decided to send her to a boarding 
school. In spite of repeated requests not to send her away, 
the father placed her in a boarding school at a distant 
place. The separation from the pony, the only friend she 
had, was a severe emotional trauma. She could not bear 
the separation. It was at this time that her habit of day- 
dreaming came to her rescue (as the patient put it), She 
imagined that she was playing with the pony. She even 
wrote letters to the pony in which she blamed her cruel 
father for the painful separation. She wrote about her 
everlasting love for the pony and addressed it by many 
endearing names. As it was not possible for the pony to 
write letters, she replied to her own letters in the name of ail 
the pony. Actually she would post the letters to her own 
address of the boarding school. She did not make any 
friends in the school. Most of the time she remained in a 
world of her own. It is not surprising that she ultimately 
developed schizophrenia in adult life. 


Dangers of -day-dreaming: As mentioned 
before, to a certain extent, day-dreaming is normal. 
But when it is indulged in too frequently, so that 
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it becomes a favourite occupation which serves as 
a form of escape from the realities of the outside 
world, it becomes pathological. It is a symptom of 
serious emotional disturbance. The child becomes 
more and more withdrawn or ‘shut-in’. He ceases 
to be interested in outside activities. He becomes 
so engrossed in his day-dreaming that he needs no 
other sources of satisfaction. He lives in a world 
of his own. He neglects his responsibilities. He 
lives in an unreal world where all his desires are 
fulfilled. He becomes solitary, asocial and apathe- 
tic. If such a child is allowed to drift along, he 
may later on suffer from schizophrenia (as in the 
case mentioned above). 

A child who indulges in fantasying may relin- 
quish all ambition. There is falling off in his school 
work, He may be even considered mentally defi- 
cient by his teachers. If the cause of day-dreaming 
is due to jealousy caused by the parent’s unfavour- 
able comparisons with his siblings, fantasies of 
revenge occur. 

Causes of day-dreaming: Day-dreaming is a 
manifestation of an immature personality. Non- 
satisfaction of desires, drab, monotonous, unevent- 
ful life leading to boredom, are common etiological 
factors. In the school, day-dreaming may be in- 
dulged in by a child who is unable to grasp what 
is being taught to him because of mental retarda- 
tion. Faulty methods of teaching which fail to 
arouse any interest of the child are also responsible. 
A superior child, finding his lessons easy, and find- 
ing no other constructive outlet, may take to day- 
dreaming. Some parents insist on their children 
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going to bed very early when they are still full of 
play. The time that elapses between going to bed 
and falling off to sleep is very often utilized by the 
child in fantasying. Excellent opportunities for day- 
dreaming are also afforded by long periods spent in 
hospitals by children suffering from chronic organic 
diseases. 

Treatment: Day-dreaming in a child, when 
indulged in excessively, should always be consi- 
dered as a serious emotional disturbance. It should 
be detected early enough lest it become an esta- 
blished habit. It is necessary to find out what needs 
or desires are compensated by day-dreaming. These 
wishes and ambitions should be fulfilled if the 
child is to give up day-dreaming which is used as 
a compensation. The cause of unhappiness in the 
child’s life which has made him use this escape — 
mechanism has to be found out and completely re- 
moved. The school situation has to be studied care- _ 
fully. I. Q. estimation should be done if mental 
retardation is suspected. A superior child has to be 
provided with proper and constructive outlets for 
his brilliance. If the home life is drab and mono- 
tonous, interest should be created by providing pro- 
per recreational facilities. The child’s mind should 
be kept occupied by competitive and group play 
which will restore his contact with reality. His 
interests, hobbies and other assets have to be found 
out and encouraged. “The slogan must be not so 
much to interrupt the phantasies as to reduce the 
time and opportunity for their indulgence.”* Faulty 


*Kanner L. “Child Psychiatry”, p. 296, Charles C. 
Thomas—Springfield, Illinois, U.S.A. 1947. 
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parental attitudes responsible for the child’s day- 
dreaming have to be corrected. Individual psycho- 
therapy is necessary in many cases and it aims at 
making the child face reality and make useful 


social adjustment. 


CHAPTER VIII 
STEALING 


Stealing is the commonest type of delinquency 
among children of all ages. A vast majority of 
parents find it extremely difficult to accept the fact 
that their child has got into the habit of stealing. 
Quite often the child is referred to the child guid- 
ance clinic for an entirely different problem and 
stealing is an incidental finding. Various excuses 
are put forth to explain away the child’s anti- 
social trend. One mother explained, ‘The boy is 
too young (he was 8 years old) to understand the 
meaning of stealing. I used to steal pencils and 
erasers belonging to other children at school, but I 
outgrew the habit.’ Another mother said, ‘Did not 
the majority of us sometime or the other pilfer in 
our childhood? He is very unselfish, he shares with 
other children whatever he steals? Sometimes a 
very naive excuse is given such as, ‘He just grabs 
a handful of ‘chanas’ (grams) from the vendor's 
basket and runs away. He is so clever that he is 
never caught. You don’t call that stealing, do 
you?’ 


The main reason why it is so difficult for the 
parents to accept the child’s antisocial behaviour 
is probably the stigma attached to the word ‘steal- 
ing’ which is closely associated in their mind with 
jails and prisons and a criminal career. Stealing 
of food or small amount of money is not consi- 
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dered a serious problem by a majority of parents. 

It is not realized that it is the act of stealing that 

As serious and not the amount of money or the type 
Vof article that is stolen. 


In very small children, below the age of 5 
years, the idea of property is absolutely one-sided. 
They have not yet developed sufficient comprehen- 
sion regarding the conventional meaning of pro- 
perty. They are still preoccupied with the idea of 
possessing as much as they can and whatever they 
desire, The parents’ as well as the society’s atti- 
tude is still to ignore it. It is only when the child 
goes to school and when he steals from his class- 
mate, that he realises that his behaviour is resented 
and the thing that he has stolen he has to return 
to his classmate. It is when he is threatened or 
punished by his neighbours from whom he has 
stolen that he develops mentally and socially to the 
point of differentiating his property from those of 
others with whom he comes in contact. “Thus it 
behoves every parent to instill into the child’s mind 
at an early age the importance of respecting the 
rights of others in the group in which he lives.”* It 
is wrong to suppose that only the needy or poor 
children steal. Stealing occurs in the children of 
rich parents also. 


Stealing may be occasional or it may be habi- 
tual. Sometimes it is compulsive when the term 
kleptomania is used. Though in the majority of 
cases, a wide variety of articles is stolen, yet steal- 


*Kanner, Leo: “Child Psychiatry”, p. 379, Charles C. 
Thomas, Springfield, Illinois, U. S. A., 1947. 
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ing may be selective so that only one particular 
type of article is stolen, e.g., the child who stole 
only bicycle pumps, another child who stole wrist 
watches only. 

Possible causes and unconscious motivations: 
One of the commonest causes of stealing is a feel-- 
ing of not being loved, a feeling of rejection on the 
part of the child either real or imagined, which 
makes him emotionally very insecure. An unsatis- | 
factory home, where the parents frequently have “ 
violent quarrels with each other or where the 
father is an alcoholic, very often results in the 
neglect of the child. A step-mother situation or an 
illegitimate child may mean outright rejection some- 
times, or even if the step-mother has genuine 
affection for the child the child feels unwanted 
because he has heard that ‘step-mothers are always 
cruel and unkind.’ 

Another common cause of delinquent beha- 
viour is a ‘broken home’, where either one of the _, 
parents is dead, or they are separated or divorced. 


A very strict disciplinarian who does not spare 
the rod and spoil his child, who metes out punish- 
ment unjustifiably, is bound to antagonise him, 
creating in him hostile and aggressive feelings to- 
ward his strict parent. A time comes when he 
Jearns to hate anything that stands for authority 
and power, for example, teachers, superiors at the 
place of work, or even the police and the law. 
Stealing then represents an act of hostility or re- 
venge. It becomes one of the modes of ‘getting 
even’ with his strict parent or parent substitute. 
When the child steals from one person only, it 
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often means that the object that is stolen is symbo- 
lic of the love of that person from whom the object 
is stolen. The institution child, who has been de- 
prived of mother’s love, is badly handicapped and 
is prone to delinquent behaviour. A child who is 
accustomed to get whatever he wants, a child who 
has not been taught self-denial because of his being 
spoiled, has a strong desire to Possess things, what- 
ever the means. 


Sometimes stealing is resorted to out of sheer 
love of adventure or excitement or because it is 
one of the means by which the monotony and drab- 
ness of his home life is relieved. After the age of 
six or seven years boys are more prone to steal 
than girls probably because they are more aggres- 
sive. An occasional act of stealing may be the first 
or the last one. Habitual stealing results from a 
casual act of stealing which has gone undetected. 
If the subsequent acts are successful, it becomes a 
. habit with the child to obtain whatever he wants 
by stealing. He seems to believe that it is the short- 
est cut to prosperity and the habit continues. 


not bring higher rank by means of healthy competition 
with that boy, he had to resort to stealing as a means of 
surpassing him in the examination. 


A child may be tempted to steal in order to 
show off to his playmates that he is very rich and 
thus gain their admiration. Sometimes he may 
give his stolen things away to his playmates and 
thus gain further popularity, 
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A child of nine was once referred to the writer from 
the juvenile court for stealing. During one of the inter- 
views he came out with the following story: One day he 
informed his mother that he had obtained a part-time job 
at a ‘bidi’ shop and that the job was after the school hours. 
He would be paid Rs. 10/- per month. The mother was 
happy—which mother would not be proud of her nine- 
year-old son who is learning and at the same time earning! 
At the end of the month he proudly gave his mother a 
ten-rupee note, his month’s wages, the same currency note 
that was missing from her purse. When asked why 
he did this, he replied that he had a great desire to be 
like his father, a bread-earner of the family. Thus, fantasy 
in children may stimulate a child to commit antisocial 
acts, - 


A child from a poor home, where not only he 
cannot obtain what he desires but even ordinary 
wants are not satisfied, is tempted to steal. If he 
does not get even one square meal, it is not sur- 


prising that he will steal food, or money to buy 
food. 


Bad company is very often blamed by parents 
for their children’s stealing. It is not uncommon 
to hear a mother saying, “My child was never like 
that before. It is only since he has been moving 
in company of the neighbour’s boy that he has 
taken to this undesirable habit? Though it is true 
that in some cases it is one of the important causa- 
tive factors, it is not as frequent a cause as made 
out by many parents. 


A ten-year old boy, who was limping badly because 
of an old hemiplegia, was in the habit of stealing money 
from his father’s pocket and derived great satisfaction by 
setting fire to his father’s old account books. During treat- 
ment it was found that he was feeling terribly inferior to 
other boys because of his bad limp, and stealing and his 
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other anti-social activities were an attempt at compensa- 
tion for his inferiority feelings. He said that he dared do 
things which other boys would not dream of doing. 


A mentally retarded child, who is unable to 
judge what is right and what is wrong, often be- 
comes a tool in the hands of his cleverer playmates. 
They induce him to steal. If the act is undetected, 
they benefit from the spoils, fut if the boy is caught 
stealing, his playmates are clever enough to escape. 


Parents often set a bad example by following 
loose social and moral standards. Black marketing 
may be openly defended in the presence of the 
child. Remarks such as, ‘one has perforce to re- 
sort to black marketing or else how can the busi- 
ness go on?’, are detrimental to the child’s social 
and moral development. 

Sexual conflicts, particularly regarding mas- 
turbation, may often cause stealing. The guilt 
feeling caused by masturbation creates an uncon- 
scious need for self-punishment, This need is satis- 
fied by the punishment he receives after he is 
caught stealing. 

Stealing may occur as one of the sequelae of 
encephalitis or it may occur during a post-epileptic 
fugue. 

Treatment: Till the age of about four years, 
a child does not really understand the difference 
between ‘mine’ and ‘yours’. Thus parents should 
instil into the child’s mind the idea of personal 
property at a very early age. 

Stealing cases are extremely difficult to treat. 
In order to uncover the unconscious motives of 
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stealing the therapist must be able to gain the con- 
fidence of the child which is extremely difficult, 
because he does not trust anybody. He hates people 
in authority. Quite often he associates the staff 
members of the child guidance clinic with the 
authorities of remand homes, juvenile courts or 
certified schools. In spite of repeated reassurances, 
that the child guidance clinic is a place where his 
problems will be investigated and understood from 
his point of view and that it has no connection 
whatsoever with the police or the law, he will not 
confide in the therapist. His deep-rooted hostility 
and distrust toward the society in general makes 
him take up a defensive and recalcitrant attitude. 


Most of the cases require intensive psychothe- 
rapy and modification of the home environment. 
Faulty parental attitudes responsible for the child’s 
problem are corrected. Punishment, bribing, sham- 
ing the child, and threats to hand him over to the 
police must be avoided. The therapist must be 
careful to see that the child is not given threats of 
the ‘clinic doctor’ by the parents. As the parents 
are impatient and have become desperate as a re- 
sult of the child’s antisocial behaviour, they 
threaten the child that they will ‘tell the clinic 
doctor everything, and he will hand you over to the 
police’. This should never happen as this is exactly 
what the therapist wants to avoid. Psychotherapy 
enables one to detect the underlying motives of 
stealing. Sometimes finding out what the child 
does with his money may throw some light on the 
problem. A child often insists that his clothes must 
have pockets in them. How pleased and important 
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he feels when his pockets bulge out with trifling 
possessions like, bus tickets, pieces of thread, ete., 
things, he can call his own! This inherent desire to 
Possess something of his own is very strong. Giving 
regular pocket money every week so that he plans 
out his weekly budget has a greater prophylactic 
and educative value than giving him small amounts 
when he asks for them. 


Change of environment may become abso- 
lutely necessary when it is impossible for the 
parents to modify their attitude towards him. His 
stealing habit is known to the neighbourhood so 

\that whenever a theft occurs, the child is blamed 
for it even though he may not have committed the 
theft. The neighbours clamour for strong action 
with the result that the parents punish the child 
more severely. This makes the child more bitter 
and hostile to the parents and the society in gene- 
ral, and he becomes more antisocial to ‘get even’ 
with the people he hates, Change of environment 
in a case like this becomes an absolute necessity. 

Illustrative case: A 16-year old boy, studying in ver- 
nacular IV, was referred to a child guidance clinic from 
an orphanage for stealing, lying, laughing and shouting 
without any apparent reason, and for extreme restlessness, 
He had stolen on four occasions, On the first three occa- 
sions he stole money, the amount ranging from As. 12 to 
Rs. 6. The fourth time he stole a pair of scissors, a month 
before coming to the clinic. When he was found to possess 
it, he gave it back to its owner. The money that he 
stole he spent mainly on buying eatables. The matron 
reported that he lacked concentration, he was untidy and 
undisciplined. His behaviour was so abnormal that he was 
thought to be a case of psychosis, 


Being an institution child ever since the age of a few 
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weeks, his birth history and whereabouts of his parents 
were not known. His name was given by the institution. 
From the age of a few weeks till the age of five years, he 
was in an orphanage in Bombay. He was transferred with 
some other boys to an orphanage in Ahmedabad, (for want 
of space perhaps), where he stayed from the age of 6 years 
to 13 years. He was very strongly attached to a lady staff 
member of the institution whom he missed very much after 
his transfer to Bombay at the age of 13 years. 


He started stealing after he was transferred back to 
the same orphanage in Bombay. Physically he was found 
to be a weak, under-developed and under-nourished boy. 
There was no organic disease or physical defect. Intellig- 
ence Tests (Kamat’s Modification of Binet-Simon Tests) 
were given to him and his mental age was estimated to 
be 8 years and 10 months. Though he gave his chrono- 
logical age as 16 years, the orphanage authorities were not 
certain of his age. Clinically he gave one an impression of 
being average in intelligence. 


The medium of instruction in his early education was 
Marathi. When he was transferred to Ahmedabad the 
medium of teaching was Gujarati. After his return to 
Bombay, he was sent to a Municipal School where the 
medium of instruction was again Gujarati. He was very 
weak in arithmetic and geography. It was not possible for 
the orphanage authorities to guide him in his lessons be- 
cause of the language difficulty. He had to be goaded to 
do his lessons, 


Treatment: Psychiatric interviews with the child re- 


vealed the fact that he did not like the institution life and 
very often worried about the fact that he was an orphan. 
He wondered who his parents were. He was uncertain 
about his future. When asked what his ambition was, he 
said that he wanted to be an efficient helper in a doctor’s 
dispensary. Later on he said that he wanted to be a com- 
pounder. He said that he was extremely fond of Indian 
dancing and music. He preferred learning these to pur- 


suing his academic education. He talked very freely and 
thoroughly enjoyed coming to the clinic. 
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The therapist suggested to the matron of the institute 
to allow the boy to work in the dispensary of the institu- 
tion and help the doctor or the nurse in dressing wounds, 
etc. The suggestion was taken up and the boy worked 
regularly and showed enthusiasm and interest in his work. 
He also showed a great deal of improvement in his beha- 
viour in the institution. Unfortunately for the boy there 
was a theft of a pair of scissors from the dispensary for 
which he was blamed. After a careful and thorough in- 
quiry it was found that another boy had stolen it and the 
patient was unnecessarily blamed. He gave up the work 
in the dispensary in spite of repeated reassurances and 
persuasion. He then chose to work in the garden. 


In view of his interest in dancing, the dancing teacher 
attending the orphanage was consulted. He found out that 
the boy had an inherent gift of rhythm and tune. The 
boy was encouraged to take part in various social func- 
tions of the institution, and actually got prizes for his 
“hunter’s dance” and “folk dance”. The dancing teacher 
was so impressed by the boy’s dancing ability that he pro- 
mised that he would admit the boy to his dancing class at 
a concession rate after his return to Bombay three months 
later. It was decided that later on he would be helped to 
join an art school. m 


The matron reported after a few weeks that the boy 
showed marked improvement in his behaviour and had be- 
come regular and cleaner in his habits. There had been no 
incident of stealing since his first visit to the clinic, He 
showed repentence for his past antisocial activities, His 
relationship with other inmates of the institution improved 
and became cordial. No one called him a ‘thief’ any more. 
His dancing ability was very much appreciated and recog- 
nised, and as he had given up stealing, he came to be 
accepted by the other inmates of the institution and he 
himself felt very much secure. His restlessness and de- 
pression disappeared. At the time of writing the problem 
of the child had completely disappeared and he was well 
adjusted to his environment. As regards his future plans, 
after he finishes his primary education, he will be helped 
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to join an art school so that he might be able to take up 
dancing and music as his career. If for some reasons that 
would not be possible, he would be helped to become a 
qualified compounder. 

It must be acknowledged that the success of the case 
was in great measure due to the co-operation of the staff 
members of the orphanage. 


CHAPTER IX 
MENTALLY HANDICAPPED CHILDREN 


Though no statistical data are available about 
mentally deficient persons in India, it is estimated 
that they constitute from one to five per cent. 
of our population, They range in their capacity for 
learning and adjustment, from those who are com- 
pletely dependent to those who can, with proper 
training and supervision, fill an accepted place in 
society. The degree to which the latter are given 
Suitable training and supervision determines whe- 
ther they are an asset or a liability to society. 

To be born mentally deficient is to place a long- 
term responsibility upon the parents and the com- 
munity. Every child has a right to the security of a 
home, education, health, recreation; and suitable 
employment, Some children, however, because of 
handicaps have to have those rights or opportu- 


nities tailor-made if they are to get real benefit 
from them. 


3 


97 


to be made, at enormous expense, for a greatly in- 
creased number of mental defectives. (The I. Q. 
and the number of children in the family are in 
inverse ratio).* 


Classification of mental defect:— 

(1) Administrative grouping—legal definitions 
of idiots, imbeciles, feeble-minded, (Britain). This 
classification has no scientific value. 


(2) In America—Biometrical considerations— 
according to I. Qs. 


(3) Congenital and Acquired Amentia. 

(4) Tredgold’s classification—Primary and 
Secondary Amentia:—(A) Primary Amentia— 
(i) Simple; (ii) Microcephalic; and (iii) Mongo- 
lian. (B) Secondary Amentia—due to organic 
disease of the brain. 


(5) Subcultural and Pathological Amentia 
(E. O. Lewis’s classification). He uses the analogy 
of mental ability with physical height. Outside a 
certain range, it is scarcely possible to describe as 
normal the individuals having these extreme 
measurements. Two groups are described: (i) The 
lower part of the normal frequency distribution 
curve of intelligence—Subcultural. (ii) Patho- 
logical cases. 

According to Lewis, many defectives appear 
to differ quantitatively rather than qualitatively 
from their non-defective fellows; indeed, they are 
often regarded as merely the tail end of a normal 
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variation, and such have been termed by him as 
‘Sub-cultural’ defectives. 


“After making allowances for factors that in- 
fluence scores in intelligence tests, it seems to me 
(Lewis) that a conservative estimate of the propor- 
tion of the population with 60 per cent. to 85 per 
cent. of normal intelligence would be 5 per cent. 
Various names have been given to this group of 
the community. 


“‘Oligophrenia’, on the Continent, comprises 
not only this group but the lower grade mental 
defectives. Americans refer to this group as 
“morons”. In England, ‘backward’, ‘dull’ or ‘re- 
tarded’.”* Lewis suggested the term “Subcultural”. 


According to Lewis, the number of the ‘Sub- 
cultural’ group in any community may be said to 
be an index of the general level of intelligence of 
the whole community. This cannot be said of lower 
grade defectives—idiots and imbeciles. The large 
majority of these are due to pathological factors, 
or if the condition is inherited, to genes that are 
comparatively rare. This group forms an integral 
part of the general population.* 


The right approach to the ‘Subcultural’ section 
of the community is that of regarding it as an in- 
tegral part of the general community. The problem 
of the Mentally Deficient can be solved by their 
Segregation, temporarily or permanently, in institu- 
tions or colonies. When dealing with the Subcul- 
tural group the solution cannot be one of segrega- 


—— O 


* Lewis, E.O., Journal of Mental ae S, 
470, 473, 1951. of Mental Science: 408, pp. 469, 
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tion, but must be that of assimilation into the 
general community.* 

The complacent attitude that ‘there have 
always been and always will be hewers of wood 
and drawers of water,’ must be abondoned. 

Emotional and social problems:—(Social handi- 
caps) —“A large share of the problems of the men- 
tally defective is due, not directly to their intel- 
lectual limitations but primarily to their inability 
to adjust to the demands of the society. Since 
society often does not fully comprehend the true 
nature of his handicap, it tends to make the same 
social demands of the retarded individual as it 
does of his brighter brothers, with the result that 
the mentally defective individual becomes con- 
stantly frustrated, Such an individual is predis- 
posed to many inevitable frustrations because of 
his limited abilities and also because he, much more 
than the brighter child, is likely to lack the basic 
sense of security which only a wholehearted accept- 
ance by the family group surrounding the indivi- 
dual can give.”* The parents’ inability to accept 
this fact seems to be expressed by the frequent 
change of doctors and clinics, and the continued 
search for some new medication or treatment for 
the child. In some cases the time, energy, and 
great financial sacrifice that the parents make in 
search of some help is very impressive. 

Very often parents repeat over and over again 
a description of some small accomplishment of their 
child, completely ignoring the fact that: it may be 


- *Lewis, E. O., Journal of Mental Sci ‘ 
470, 473, 1951. cience: 408, pp. 469, 
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the every-day performance of normal children half 
their age. 


The insistence that they believed something 
more could be done for the child is frequently ex- 
pressed in terms of trying glutamic acid, endocrine 
therapy, etc., and even wanting to ‘offer’ their child 
for some surgical or medicinal ‘experimentation’. 
In each case, with quantitative variations, the mani- 
festation of such anxiety is due to intense guilt and 
conflict in regard to the impulse to reject the child. 
Parental rejection always exists to some degree 
even though unexpressed or disguised by over- 
concern and protectiveness. 


“It is a basic principle of mental hygiene and 
personal counselling that when a problem situation 
arises we may either try to change the individual, 
so that he will be able to handle the situation, or 
we may attempt to alter the conditions under which 
he functions and with which he has to contend. To 
do the latter, we try to reduce the number and the 
intensity of frustrating elements by simplifying the 
individual’s environment so that the solution of his 
problem is again within his power. 


“As far as we now know, we can do very little 
to alter the basic intellectual handicap of the men- 
tally retarded. We can do a great deal, however, to 
influence many of his social reactions, particularly 
by controlling the kind of social relationships which 
he experiences with others from the very beginning 


* Rautman, Arthur, L.: “Society’s First Responsibility 
To The Mentally Retarded.” “American Journal of Mental 
Deficiency, 54: 2, 156-158, 1949. 
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of his life and which determine his basic attitudes 
towards other people. And we can also make cer- 
tain adjustments in his immediate family atmos- 
phere, as well as in the broad social milieu in which 
he is to live. 

“The early home training must be designed to 
give him a sense of basic security through genuine 
acceptance and affection by his own immediate 
family. We have come to recognize that normally 
a child accepts our standard of behaviour and ideals 
of conduct and submits to the restrictions which 
we place upon his behaviour only because he is 
motivated by affection and by a desire to please a 
loving parent. This applies also to the mentally 
retarded child except that in his case the need for 
affection is even greater, as his handicap limits his 
self-sufficiency in other areas and cuts him off from 
other possible sources of satisfaction. But at the 
same time as his need for affection is more, parents 
find it difficult to give him that much affection, 
because to most of them, a retarded child is a lost 
hope as well as a continuous and ever-repeating 
disappointment. | A retarded youngster, because he 
cannot come up to the expectations of his parents 
and siblings, is forced to live in an atmosphere of 
continual frustration and rejection.) 


“Some provision must be made to secure an 
enlightened sympathy and a genuine understand- 
ing, not only by those who are in charge of our 
welfare agencies, our educational systems and the 
police courts, but also by the medical profession, 
institutional personnel, foremen 


HE } and supervisors 
in industry and, especially, 


parents, | Specifically, 
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of course, the problem of the retarded individual, 
during his early years at least, is primarily a pro- 
blem of his family. It is the family, therefore, that 
needs the utmost help in learning to accept the 
feeble-minded child, because on this basic accept- 
ance will depend the success of all subsequent care 
and training.”* 

While siblings are protective of the defective, 
they appear so because of their loyalty to the family 
group rather than because of loyalty to the defec- 
tive. The danger of the siblings feeling ashamed 
to bring their friends into their home increases as 
they progress through school. 

Sometimes the sibling of a defective may be 
disturbed if he or she is contemplating marriage 
for fear any offspring may prove defective. 

(The muscular activity of mentally retarded 
children is limited; it is further limited by over- 
protectiveness of the parents. This may cause ex- 
treme restlessness. 

Toilet training is a delayed process. Bedwet- 
ting is found quite frequently. Many mental de- 
fectives, because of multiple reasons, never learn 
to play. Sometimes the reason is physical handi- 
cap, over or under-protective environment or lack 
of opportunity for proper playmates. If optimum 
conditions for play can be established, the defec- 
tive will play in a manner similar to the normal of 
the same mental age groups, and will benefit from 


*Rautman, Arthur, L.: “Society’s First Responsibility 
to the Mentally Retarded.” American Journal of Mental 
Deficiency, 54: 2, 156-158, 1949. 
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that play. The defective is ofte:: notorious for his 
desire to collect useless possessions, and may, un- 
less watched, collect and hoard all kinds of junk. 


There are several States in the U. S. A. that 
provide legal justification for castration of defec- 
tives. It is true that sex is often a dangerous 
hazard to the defective girl. It is also true that a 
defective is not often safe sexually in situations 
comparable to the normal. Some defectives are 
developed sexually beyond the average. It is not 
a problem so much of over-sexed as of lack of 
adequate and normal control on their behaviour. 
Masturbation is another problem. 


He resorts to food as a means of compensation 
for other emotional drives that cannot be given 
normal channel; prolonged addiction to nursing 
bottle, regurgitation or rumination, mild gluttony, 
immense appetite are some of the other problems. 
They tend to put on weight, particularly the female 
defectives, 


Í Many of the emotional problems of the defec- 
tive, no matter how expressed, resolve into pro- 
blems in the sphere of emotional security. That 
this is so is natural because of the general rejec- 
tion of them as individuals by their fellowmen, 
individually and collectively. 


The social and emotional problems of the de- 


fective are applicable to the normal as much as to 


the defective. The defective’s problems center pri- 
marily on matters of security and thwarted oppor- 
tunity for expression. 
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“Inability to keep jobs results in chronic un- 
employment. Mental defect is one of the most im- 
portant factors in the causation of juvenile delin- 
quency—truancy, stealing, vagrancy, etc. Prostitu- 
tion is another end-result. From the standpoint of 
Social Medicine, the ‘Subcultural’ group presents 
larger and more difficult problems than the men- 
tally defective. The majority of our chronic social 
problems—pauperism, slumdon and recidivism (the 
so-called Social Problem Group)—are associated, 
not so much with the 300,000 mental defectives in 
the country, (England) but with the two million 
borderline group.”* 


Educational Problems: The mentally defec- 
tive: The importance of detecting mental 
defect cannot be over-emphasized. The well- 
informed and alert teacher should be able to detect 
mental deficiency in its early stages. If the child 
is allowed to drift along with normal children, not 
only will he not be able to keep pace with them in 
studies but untold damage will be done to his per- 
sonality. Development of inferiority feelings is 
inevitable due to criticism, unfavourable compa- 
risons or punishment. This will lead to further 
warping of the personality. Complaints are fre- 
quently made of restlessness and lack of concentra- 
tion. Very often this is the result of unsatisfactory 
methods of teaching. Admittedly it is difficult to 
keep a class of forty-five children uniformly inter- 
ested when their mental ages and their attainment 
ages vary very greatly as is often the case. A feeling 


imo E. O.: Journal of Mental Science, 408, 474-475, 
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of social rejection or being a social outcast (as des- 
cribed under social and emotional problems) often 
leads to behaviour problems like mischief, truancy, 
lying and stealing. 

The dull child: Those in whom the intel- 
lectual development is low but not so low as to 
amount to feeble mindedness, form an important 
group in the school population; their I. Q. ranges 
from 70 to 90. They are the back benchers. 


“A diagnosis of dullness does not necessarily im- 
ply that the child is without life or spirit, slow of 
motion or sleepy. Many dullards, despite their 
limited intellect, are mentally alert and conse- 
quently a source of puzzlement to their parents or 
teachers who find it hard to understand how they 

vewcan be astute in practical things, yet extremely 
dull in dealing with abstract matters, or why they 
should make so little progress in school work when 
they display so much interest and activity. It is 
easy to be misled by a bright manner, verbal 
fluency, mental liveliness and a degree of self- 
confidence; the true nature of the case can be 
determined by the use of a valid intelligence scale, 
and confirmed by a finding of associated backward- 
ness in school subjects, especially in the mastery of 
arithmetical processes, and by retardation in gene- 
ral knowledge, ability to attend to personal needs 
or take up normal responsibilities. 


“A considerable proportion of delinquent chil- 
dren, and consequently of the approved school 
population, are found to be dull in intellect, The 
primary reason for this lies in the fact that they 
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have less foresight, are less able to profit from ex- 
perience and have less ability to resist evil influ- 
ences than more able children because of their 
being very suggestible. For the most part they are 
the progeny of dull parents who lack the ability to 
train or discipline them. Inadequate provision for 
the dull in the educational system also conduces to 
habitual truancy and wandering, and hence to 
larceny or other offence as a form of recreation or a 
means of subsistence. The dull child is_a_slow 
learner, but is educable, requiring special methods 
of education suited to his capacities. In senior 
school, organised on the three stream system 
whereby children of like ability are grouped to- 
gether, he is catered for in the ‘C’ classes, but 
failing such provision, he is liable to become an 
unhappy and unsatisfactory member of the school 
community. All cases of natural dullness should 
be recognised by the time the child is seven years 
of age, not only in order that they may receive 
education suited to their needs, but so that their 
social development may be watched, and delinquent 
tendencies checked or controlled.) When, by dint 
of concentrated tuition, they manage to scrape 
through these tests, their school career is apt to be 
marred by repeated failure and undeserved punish- 
ment, reprimand or worse.”* } 

Measures to meet the problem of mentally 
handicapped children: (1) Early detection of men- 
tally retarded children is very essential. This can 
be brought about by obtaining the services of a 


* Hall, Muriel Barton: “Psychiatric Examination of the 
School Child”, pp. 94-95, Edward Arnold, London, 1947. 
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qualified psychologist, preferably attached to the 
school. In the absence of such a service, health 
visitors may serve the purpose. The teachers dur- 
ing their training must have intensive training in 
child psychology. ė 

(2) Special Classes: “We know that learning 
ability is influenced by many factors other than in- 
tellectual ability; by the child’s state of physical 
health, by the encouragement and opportunities 
given him by his parents, by his adjustment to his 
environment, his adaptability to social demands, 
and by the stability and balance of his emotional 
life. 

“Careful division into A, B and C streams, the 
use of individual teaching and activity methods, 
which allow children to work at their own pace and 
on projects which interest them, usually overcome 
the difficulty, and an experienced teacher who is a 
good organiser can arrange that the backward as 
well as the bright child is fully occupied. The 
provision of remedial teaching and special classes, 
of course, helps enormously. 

£ “Special classes not only help the child to 
develop his mental capacity to its fullest extent, 
but they prevent anti-social behaviour by ensuring 
that the dull child gains satisfaction in his school 
life, and so is not so liable to seek satisfaction 
through delinquency, truancy and the like.’ 


“Tt is essential that the classes are small so that 
the child can have a great deal of individual atten- 
tion. By remaining in the same class throughout 
his secondary school career, he gains a feeling of 
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security and a sense of belonging. By joining the 
general school activities, or joining his age group 
for certain subjects, such as, physical training, 
dancing or cooking, he feels that he is part of the 
school and is not isolated by virtue of his incapa- 
cities. The stigma is much less than in a special 
school. The success of these classes varies accord- 
ing to the ability and enthusiasm of the teacher. It 
is, of course, essential that the curriculum should 
have a practical bias. Even if the special class child 
can never be a good reader, he or she may be- 
come an excellent gardener, or cook or needle 
woman. 

(“Simple English and practical Arithmetic are 
taught, but a minimum standard only is aimed at. 
Simple dramatic work, rhythmic work, dancing 
and some form of sense training are all valuable to 
this type of child. Above all, as the dull child is 
usually so immature in outlook and emotional in 
development generally, a wise teacher can teach 
simple standards of conduct and manners which 
can improve the general poise and self-confidence 
of the child considerably. Physical development is, 
however, seldom retarded, and when sexual awa- 
kening takes place they may lack normal control 
and are often suggestible and very impressionable. 
They need careful and simple sex education and a 
good deal of training in mothercraft. They can 
make excellent mothers when they are older, and 
if a pride in home-making can be developed in 
school days, their later development may be very 
satisfactory. These children will of course benefit 
perhaps more than any others by the raising of the 
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school leaving age, as they are usually so very 
immature at 14 years of age. The important point 
is to link the natural interests of this age with sim- 
plified material. The use of newspapers, magazines, 
fashion papers for instance, can be useful. An 
intelligent use of the radio is a useful education 
aid, and any method of presenting material picto- 
rially, e.g., by cinematograph, the epidiascope or 
by posters, helps to bring the facts home to the 
child. Opportunities to pay visit to places of inter- 
est, to see and handle models, and to carry out 
simple projects should be encouraged. The dull 
child, just as the very young child, learns best by 
the use of his senses, by feel and touch, by active 
rather than by passive means. He is seldom an 
attentive listener and is poor at following verbal 
instructions. 


“Special class teaching demands much inge- 
nuity and resourcefulness and brings its own re- 
wards. One must remember that dull children may 
suffer from severe emotional inhibitions which pre- 
vent normal development. By patient and kindly 
methods, the child may reveal latent abilities and 
prove capable of higher attainment than was pre- 
viously suspected.”* 


(3) Special Schools: Another measure of great 
importance which would go a long way in meeting 
the problem would be the establishment and 
administration of special schools and perhaps of 
hostels for mentally infirm children. 


*Bowley, A. H.: “Everyday Problems of 
Child”, pp. 81, 117-120, E. & S. Livingstone, Lid, Diino 
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Children are frequently frank and critical in 
their opinions. Their views may be invited by 
asking them to write essays on such subjects as 
the ideal school, co-education, home-work, punish- 
ment, premises, size of school and amenities, the 
subject chosen depending on the age of the child. 


(4) Provision of legal acts to meet the pro- 
blem: An act, like the Education Act of 1944, 
England, modified to suit Indian conditions, would 
be invaluable. It has made education of every 
child compulsory and free. In relation to 
educationally subnormal children, it has laid 
down that ‘all children between the ages of 
2 and 16 years, capable of being educated 
either in ordinary schools or in special schools, 
should be retained within the educational system, 
and that any child found incapable of education by 
reason of disability of mind should be reported to 
the Mental Deficiency Authority.’ Section 57 (3) 
and (4) of the Act ‘imposes upon the local educa- 
tion authority the duty of issuing to the mental 
deficiency authority a report in the case of any 
child over the age of 2 years, who is suffering from 
a disability of mind of such a nature or to such an 
extent as to make him incapable of receiving edu- 
cation at school or is mentally disabled in such 
manner that it is inexpedient that he should be 
educated in association with other children.’ In 
other words, early detection of mentally retarded 
children has been made possible. 


CHAPTER X 
SCHOLASTIC BACKWARDNESS IN CHILDREN 


Scholastic backwardness is one of the com- 
monest of problems in children, that teachers and 
parents alike have to face and deal with. Children 
differ very much in their interests in learning and 
their ability to apply themselves to their school 
work, There are children who are studious by 
nature whereas there are others who have to be 
goaded to study by force of example or discipline. 
A child, who has less than average intelligence, 
may show better progress in his study than a child 
with average or superior intelligence, simply be- 
cause the former is naturally industrious and hard- 
working, while the latter is of a distractable and 
restless disposition which prevents him from apply- 
ing himself to his school work. There are some 
children who show excellent progress and promise 
in their studies in the beginning of their school 
career, but later on lag behind other children in 
the class. The tendency on the part of teachers 
and parents is to consider this lack of progress as 
due to laziness. Criticism, unfavourable compa- 
risons with other siblings or classmates, and punish- 
ment are the methods used to set things right. 
Almost invariably these measures fail and often 
lot of precious time is wasted, before the child is 
referred to a psychiatrist, During this period un- 
told damage has been done to his personality. It 
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may be mentioned here that in the vast majority 
of cases, parents of such children first consult their 
family physician or a general practitioner. When 
nothing seems to be of any avail he refers the child 
to a psychiatrist. 


Causes of backwardness at studies: When a 
child is referred for backwardness at studies the 
first question that arises is, ‘Is the child mentally 
deficient, retarded or dull?’ At this stage it would 
be useful to point out the distinction between dull- 
ness and backwardness. “When a child’s educa- 
tional attainment falls below the level of his 
natural abilities, the term ‘backwardness’ is em- 
ployed. Children who are retarded in school work 
through lack of capacity cannot be considered 
backward so long as scholastic attainment keeps 
pace with natural abilities. A child may be both 
dull and backward, but is not necessarily back- 
ward because he is dull. He is relatively retarded 
compared with those of higher intelligence, but not 
necessarily so when compared with those of his 
own mental level. The distinction between dull- 
ness and backwardness is an important feature of 
diagnosis, in that backwardness may respond to 
treatment by special provisions or tuition, whereas 
dullness is not a recoverable state.* A thorough 
clinical examination and I. Q. estimation will 
enable one to exclude mental deficiency, retarda- 
tion or dullness. 


« 
Backwardness may be due to physical causes. 
Chronic and incapacitating illnesses like, frequent 


“Hall, Muriel Barton, ‘Psychiatric Examination of the 
School Child’, p. 102 Edward Arnold, London, 1947. 
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attacks of cold and fever due to septic tonsils and 
adenoids, chronic otorrhoea, congenital heart dis- 
ease, bone tuberculosis, or osteomyelitis, will en- 
tail frequent absentation from school which would 
cause backwardness at studies. Endocrine disor- 
ders, like thyroid deficiency, hypopituitarism, neu- 
rological diseases causing muscular incoordination, 
and defects of special senses, like hearing and 
vision would also cause backwardness. 


There are certain specific disabilities which 
should always be looked for in the investigation of 
a case of scholastic backwardness. The child, with 
one or more than one such specific disability, is 
generally normal in his intelligence but shows un- 
satisfactory progress at school because these dis- 
abilities prevent him from mastering such elemen- 
tary things as learning to spell, read, write or 
calculate. These specific disabilities are: congeni- 
tal alexia or dyslexia (specific disability in learning 
to read), agraphia or dysgraphia (learning to 
write), apraxia (manual skill), congenital ‘word- 
blindness’ (in which the child is able to see the 
letters and words distinctly but is unable to learn 
to interpret the meaning of the written words), 
and congenital deafness (in which the child can 
hear normally but cannot interpret the meaning of 
what he hears), are other specific disabilities. One 
important condition called ‘crossed laterality’ as a 
cause of backwardness must be borne in mind, It 
is a condition in which one eye is dominant to- 
gether with the opposite hand, e.g. left-eyedness 
with right-handedness, or, left-handedness with 
vight-eyedness. Such a condition causes difficulty 
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in learning to spell, read and write. 

It is the writer’s experience in his child guid- 
ance work that in a large number of cases refer- 
red for scholastic backwardness, the above-men- 
tioned causes are not detected even after a diligent 
search by means of thorough clinical examination, 
and psychological tests. It has been found that the 
causes of backwardness in these cases are psycho- 
logical and emotional. These causes are either in 
relation to, (i) the school and educational system, 
or (ii) the parents. 


(i) The school and the educational system: 
Going to school for the first time is the first long 
separation from the parents. Uptill now the child’s 
world was his home and his parents. The school, 
to him, is a different type of world, a new situa- 
tion, to which he is called upon to make an adjust- 
ment. Thus, going to school is a critical period in 
the life of every child. Generally it is found that 
a child who is well adjusted at home is able to 
make a good adjustment at school also, 


Scholastic backwardness is often caused by 
unhealthy pupil-teacher relationship. The teacher 
is identified with the parent and becomes a parent 
substitute. Hence he or she may be identified with 
a strict or rejecting father or mother. Thus, the 
teacher comes to be disliked or feared. The child 
may avoid attending his classes, or out of sheer 
fear, he is unable to grasp what the teacher is say- 
ing. The child will also start disliking the subject 
which that particular teacher is teaching. 


The teacher’s attitude towards children will 
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also be influenced by his own family relationships. 
He may identify himself with one of the children 
who nfirrors his own unhappiness in childhood. He 
may show excessive interest and attention in the 
child and make him completely dependent on him. 
Thus the child, knowing that he is favoured, makes 
no independent efforts to study. This habit of 
depending on the teacher persists when he is pro- 
moted to the higher class where there is a different 
teacher who shows no special favours to him. His 
dependence on others leads to lack of effort and 
backwardness at studies. The teacher may be 
spiteful or aggressive to a child because in his own 
childhood he was denied love and had excessive 
frustration. The teacher may carelessly tell a child 
that he is a dunce and that he will never make a 
headway in his academic career. A sensitive child 
may take this seriously to heart, and may actually 
give up making any effort. Partiality and favourit- 
ism should be scrupulously avoided by teachers. 


‘Large classes, a poor standard of teaching, 
dismal school rooms, and limited teaching material 
induce lack of interest, lack of application and 
temptations to truant.’* The ordinary educational 
system, which is based essentially on oral teaching, 
is quite unsuitable for some children, who require 
more objective methods. There are some children 
who make up for their inferiority feelings due to 
some physical defect by trying to shine in studies. 
Teachers should help such children by intelligently 


*Hall, M. B.: “Psychiatric Examinati 
Child”, p. 102, Edward Arnold & Co, Lorin, ae 
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guiding and directing their efforts in proper chan- 
nels. 


Very superior children (I. Q. between 120 and 
140) and gifted children also create educational 
problems, particularly if their brightness is not 
recognized by parents or teachers. He is likely to 
be bored in school by lessons which are too easy 
for him. Due to lack of stimulation and proper 
outlet for his brilliance, he will fail to develop 
sound habits of work and study which will be of 
value to him in adult life. If his brilliance is re- 
cognized, too much is expected of him and he may 
be crammed with knowledge instead of encourag- 
ed to express original ideas. He may be regarded 
as an oddity by his class-mates and thus develop 
inferiority feelings. Too much intelligence may 
provide him a basis of conceit. It is necessary to 
make him understand that his brilliance is a 
natural gift and hence no matter of pride to the 
owner, but a responsibility. 


A child may be unable to answer the teacher’s 
questions in the class due to shyness or timidity. 
This may be interpreted by the teacher as back- 
wardness, and taking the child as a blockhead, he 
loses interest in him. Day-dreaming is another 
potent cause of backwardness at studies. These 
causes are seldom recognized by the teacher, and 
even if recognized, no active measures are taken io 
remedy the situation. 

(ii) Parents and parental attitudes: The all too 


common attitude of parents to force the child to 
study at particular hours, e.g. the child must study 
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immediately on coming home from school, or that 
he must study for a certain number of hours, is to 
be condemned. The child, like the adult, has moods. 
If he is forced to do his lessons, he develops a dis- 
like for studies. Ambitious parents push the child 
at studies and make him skip forms so that he 
could become a breadearner of the family as soon 
as possible. 


An overzealous father in his student days had set his 
heart on becoming a physician. Due to force of circum- 
stances and various other reasons he had to give up 
studies and become an ordinary clerk. He was very bit- 
ter about it. The ambition to become a physician in which 
he was frustrated he now wanted to see it being fulfilled 
in his son. The child was of average intelligence. The 
father made him study very hard. He made him skip 
form after form. He expected too much from a very 
average boy. The result was disastrous. Not only did the 
boy fail in his examinations but developed an intense 
hatred towards studies. He played truant from the school. 
Ultimately he was referred to a child guidance clinic. 


Some parents do not take any interest in the 
child’s education. They never encourage the child 
nor do they praise him for his achievements at 
school. A child quite often talks about his school. 
They should take lively interest and attach import- 
ance to what he has to say. When a child praises 
his teacher, quite often the parents become jealous. 
They talk disparagingly of his teacher. They 
also criticize the child’s school and the modern 
methods of education—and all these in his pre- 
sence. What respect then can the child have for 
his school or for his teacher? Shortage of neces- 
sary books due to poverty and domestic unhappi- 
ness may contribute to scholastic backwardness. 
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Emotional insecurity resulting from disharmony 
between the parents, overstrictness, or rejection, 
makes application to his studies impossible. This 
sort of unhappiness may lead to day-dreaming 
(having fantasies of an ideal home or parents) and 
consequent lack of attention and concentration. 


Frequent changes of school, very often due to 
the repeated transfers of the child’s father from 
place to place, occasioned by the nature of his 
employment, is another important cause of back- 
wardness at studies. 


Punishment, unfavourable comparisons with 
siblings or neighbour's children, nagging and 
fault-finding by the parents, particularly regarding 
studies, will develop in him a resentment against 
studies with subsequent neglect and backwardness. 


Treatment: Backwardness at studies due to 
psychological and emotional causes should be recog- 
nized early by school teachers, so that special in- 
vestigations may be carried out and remedial 
measures taken at once. Before psychological 
treatment is embarked upon, other causes of scho- 
lastic backwardness have to be excluded by the 
following investigations: 


Intelligence Quotient must be estimated to ex- 
clude mental deficiency or intellectual dullness. A 
thorough physical examination must be carried out 
to exclude endocrinal disorders, neurological 
disease, or any other chronic organic disease. Any 
speech defect, if present, must be corrected. 
Defects of vision and hearing, if detected, must be 
corrected whenever possible. Examination for 
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handedness and eyedness must be carried out to 
ascertain cases of ‘crossed laterality’. When the 
above causes of backwardness have been excluded, 
investigation of emotional and psychological causes 
must be undertaken and treatment instituted. 


The school situation must be thoroughly 
studied with the help of an experienced psychia- 
tric social worker. The child’s school reports must 
be studied. The psychiatric social worker pays 
visits to the child’s school and investigates in a 
very tactful way the teacher-pupil relationship. If 
there is some disturbance in this relationship, it 
should be gone into thoroughly. If faulty attitude 
of the teacher is the cause, it may be pointed out to 
the teacher very tactfully. If the psychiatric social 
worker feels incompetent to do so, every effort 
should be made to persuade the teacher to see the 
clinic psychiatrist. In a number of cases this is 
possible. The psychiatrist then very tactfully ex- 
plains to the teacher how his faulty attitude is res- 
ponsible for the child’s problem. The basis of this 
attitude is also explained whenever possible. 

Parents should never criticize the teacher or 
the school in the child’s presence. Criticism may 
shut the child up, and may deprive the parents of 
the only means of following his progress. Over- 
disciplinary attitude towards school work has to be 
avoided since it tends to make it an unpleasant 
occupation. Due praise should be given to the 
child’s achievement, and success should be empha- 
sized more than failure. Sometimes there is a 
violent reaction on the part of the parents when 
they receive a bad report of the child’s progress at 
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school. Thus, the child learns to dread the arrival 
of the reports from school. He may even go to the 
length of faking them. Hence the parents’ job is 
to help the child and not to punish him. Faulty 
parental attitudes, like pushing at studies, strict- 
ness, nagging, over-protection, etc., which contri- 
bute to the problem, must be corrected. 


Individual psychotherapy should be carried out 
when the child shows shyness, timidity, anxiety, or 
day-dreaming as causes responsible for his back- 
wardness at studies. Some intelligent and under- 
standing teachers often take the parents into con- 
fidence and solve the problem themselves. Parent-. 
teacher. associations are of value in this connection. 
“It would be very often helpful to establish a closer 
link, between parent and teacher....by a periodic 
examination of the situation together, they would 
be led to a fairer conception of the child’s general 
development and the reasons behind his success 


or failure. 

“Co-operation between home and school is 
often sadly lacking, or is not based on the mutual 
feeling of sincerity which is indispensible.”* 


*Andre Arthus, ‘The Unknown World of the Child’ 
p. 118, Paul Elek, London, 1947. 


CHAPTER XI 


CHILD GUIDANCE TREATMENT: THE GENE- 
RAL MANAGEMENT OF MALADJUSTMENT 
IN CHILDREN 


Child guidance methods originated in the 
pioneer work of Healy, in the U. S. A., as Psychia- 
trist to a juvenile court in Chicago where the first 
scientific study of juvenile delinquents was attempt- 
ed by him. Ultimately the Juvenile Psychopathic 
Institute of Chicago was founded by him in 1909. 

Stevenson and Smith defined child guidance as 
“attempts to marshal the resources of the commu- 
nity on behalf of children who are in distress be- 
cause of unsatisfied inner needs, or are seriously at 
outs with their environment—children whose deve- 
lopment is thrown out of balance by difficulties 
which reveal themselves in unhealthy traits, un- 
acceptable behaviour, or inability to cope with 
social and scholastic expectations.”* 

A child guidance clinic is one of the medico- 
social amenities and may be best defined as a 
centre for the organized and scientific study and 
treatment of maladjustment in children. There is 
no general agreement on the classification of the 
types of problems treated at a child guidance 
clinic. The-clinical material does not permit of 
clear classification of the problems into special 


*Stevenson and Smith—American i i 
Clinics, 1934 Child Guidance 
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categories of illness with specific pathology as is 
possible in diseases of physical medicine. The 
classification of behaviour problems given in Chap- 
ter I is not based on any scientific principles but 
serves the purpose of facilitating enumeration of 
various behaviour problems treated in a child 
guidance clinic. Reading the classification, one 
may get an impression that the problems men- 
tioned are disease entities. They are not disease 
entities but symptoms or manifestations of a dis- 
ordered or maladjusted personality. Thus when a 
child is referred to a child guidance clinic, one 
finds very often that there are associated problems 
in addition to the main problem for which his 
parents have brought him to the clinic. 

There are three cardinal differentiating points 
between adult and child psychiatry: 

(1) One important differentiating point is the 
enormous influence of environment (particularly 
immediate environment) on the child’s mental pro- 
cesses. Immediate environment includes parents, . 
brothers, sisters, teachers and companions. In the 
majority of the child guidance cases the causes lie 
in the environment rather than deeply within the 
psyche as is the case in adults. It is some direct 
frustration rather than an intrapsychic conflict 
which is often responsible for the child’s problem. 
In most cases relatively simple adjustments of the 
environment will cause the problem to disappear 
and deep analysis seldom becomes necessary.) Dur- 
ing the last world war when children were removed 
from the heavily bombed areas to safety zones, 
thus causing temporary separation from the parents, 
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a number of children showed signs of maladjust- 
ment by manifesting behaviour problems like, 
delinquency, bedwetting, etc. But when these chil- 
dren joined the parents again, the problems dis- 
appeared. 


(2) Plasticity of the child’s mind: In the adult 
the problem of adjustment is complicated by the 
existence of a long accumulation of faulty habit 
patterns and rigid reaction-formations. In the child 
the faulty attitudes and habit patterns are not yet 
firmly established. Thus it is easier to treat chil- 
dren and results are quicker than in adults. 


(3) The egoistic tendencies: Growing up or 
maturation, consists in gradual socialization of the 
child and his progressively giving up egoistic ten- 
dencies which are characteristic of a child. These 
tendencies are: a desire for praise and affection, 
self-assertion, self-display, rivalry and jealousy, 
These characteristics are very much in evidence in 
children with behaviour problems. 


Principles of child guidance treatment: 
Removal of the particular behaviour problem for 
which the child is referred is, of course, one im- 
portant objective, but more important than that is 
the fact that the treatment is directed to the child 
as a whole in his total setting. The total personality 
of the child is studied and treated in order to make 
him better adapted to his environment and bring 
about harmonious relationship between himself and 
others. The other objective is to bring about har- 
monious relations between the Parents in so far 
as the lack of these is causing the child’s misbeha- 
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viour. Alteration or modification of such faulty 
parental attitudes, as are responsible for the child’s 
maladjustment, is another important aim of the 
treatment. Lastly, parents themselves may be 
suffering from a neurosis or a psychosis and it may 
become necessary to treat them. 


At this stage one might mention about certain 
prejudices and misguided views that exist in the 
public mind about child guidance treatment. It is 
believed that absolute freedom is given to the child 
who is allowed to behave as he likes and thus spoil 
him completely. Nothing is farther from the truth, 
as it should be remembered that ‘free play’ is res- 
tricted to the clinic playroom where a playroom 
worker or a therapist is present during the entire 
session and makes appropriate comment or inter- 
feres as and when necessary. 


Another prejudice is that a child guidance 
clinic is a place where ‘mad’ children are treated. 
This is particularly so when people see in the clinic 
mental defectives who are brought by their parents 
for guidance and advice. Quite often the author 
has been requested to give ‘electric shocks’ to a 
child with behaviour problem because his parents 
have been informed by their ‘enlightened’ neigh- 
bour that many mad persons are cured by ‘electric 
shock treatment’. 


, The treatment of the child is carried out not 
\/by one person but by a team of workers. The 
team of staff members is constituted of a psychia- 
trist, a pediatrician (if the clinic can afford to have 
one, otherwise the psychiatrist can combine his 
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work with that of the pediatrician), an educational 
psychologist, a psychiatric social worker, and play- 
room workers. Except the playroom workers, the 
other four constitute a complete basic mental 
hygiene team which tackles different mental hygiene 
problems in various fields, whether it is the popu- 
lation of a prison, or a school, or an industrial unit, 
or the child guidance clinic. As mentioned before 
the fundamental effort is to treat the total persona- 
lity — the individual as a whole — and as the per- 
sonality has many facets or aspects, viz, phy- 
sical, intellectual, educational, emotional, social 
and economic, etc., each one of these aspects is 
studied by the respective staff member who has 
specialized in that particular field. The physical 
aspect is looked after by the pediatrician (or by 
the psychiatrist), intellectual and educational fac- 
tors by the educational psychologist, the emotional 
angle is gone into by the psychiatrist, and the social 
factors are studied by the psychiatric social worker, 
Every fortnight a case conference is held during 
which all the members of the staff meet and pool 
their data and chalk out a line of treatment of a 


To facilitate description the treatment is divided 
into the following groups: 


I. Treatment of the child himself: 


A. Treatment of any physical illness if it is 
present. 
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B. Psychotherapy which includes: 
(a) Suggestion and persuasion 
(b) Hypnosis (very rarely used) 
(c) Re-education 
(d) Psycho-analysis. 


C. Play therapy and other forms of expressive 
therapies. 


D. Change of environment as treatment: 
(a) Foster home placement 
(b) Institutional placement 
(c) School’s part in changing the child’s 
behaviour. 


Il. Family attitudes as a focus of treatment: 

A. Attitude therapy to the parents 

B. Treatment of psychoneurosis or psychosis 

in parents, if and when necessary. 

Before describing the treatment in detail, it is 
necessary to describe the child’s first day in the 
clinic. 

On the first day when the child is brought to 
the clinic, he is taken to the playroom and is asked 
to choose any toys of his liking, or indulge in any 
type of game of his choice. A small child, in the 
beginning, may cling to his mother or insist on the 
mother remaining with him when he is playing, in 
which case the mother is allowed to be near him 
until he gets used to this new situation. The psy- 
chiatrist or the playroom worker must first estab- 
lish a friendly contact and confidential relationship 
in order to understand his problem from his point 
of view. In the meantime the psychiatric social 
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worker interviews the parents (always separately 
from the child) and collects a detailed chronological 
history from them which is written out on a case- 
sheet provided for the purpose. 


History sheet 


bpa Name and occupation of the father 
By whom referred.......... Name of the 


Date of first visit 
Problem as stated by the informant 
Personal History 


Illnesses: (accidents, injuries, etc.) 
Hereditary history... . 
Significant incidents................ 


School history: (Name of the school, standard reached, 
ability, adjustment, etc.) 


Recreational activities: (Games, hobbies, CEO) er eee 
Personality: (Social relations, interests, habits, activities, 
attitude towards family members, etc.) 

Family relationships 
Social and economic conditions 
I. Q. and psychologist’s report 
Date of closing the case 
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Family history and family composition 


No. | Name oe Be Fs Be ; 
&| 3 gd] 3 | 83 
<4 |ù A}]mj]O JA 

1 Father 

2 Mother 

3 Aunt 

4 Brother 

5 Sister 

6 Cousin 


Fonit AN: Miina aia sinrsiavgnwnes 

Follow-up of the case 

(Appropriate spacing is made between the different 
headings.) 

At the end of the history taking, the 
parents naturally would like to know whether the 
child will improve or not, or what the psychiatric 
social worker '(or the psychiatrist if he has collected 
the history) thinks about the problem. It is very 
essential to reassure the parents that the child will 
improve and to allay their fears by telling them that 
their child is not insane (unless he happens to be 

9 x 
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psychotic), particularly if that fear has been ex- 
pressed by them in the beginning. They should be 
told facts, and the nature of the child’s ‘ problem 
explained to them. The first essential is to gain the 
confidence of the parents and enlist their co-opera- 
tion. This is possible only if they are handled tact- 
fully. Even if one is certain that the parents’ faulty 
attitudes towards the child are responsible for his 
problem, one should not criticize them or even point 
these out to them on the first day. Sometimes the 
parents are not able to follow the clinic’s instructions 
or advice because of their own complexes or men- 
tal conflicts. In the writer’s opinion it is always 
a good plan that the psychiatrist sees the parents, 
even if it is for a few minutes, and endorses the 
opinion and views of the psychiatric social worker 
regarding the child’s problem. 


In the vast majority of cases modification or 
manipulation of the offending environmental factors 
combined with superficial psychotherapy are 
enough to meet the requirements of the treatment. 
In a very few instances deeper treatment of the 
analytical type becomes necessary. 


I. Treatment of the child himself: A thorough 
physical examination should always precede any 
type of psychiatric treatment. It may not be car- 
ried out on the child’s first visit to the clinic 
but may be postponed until full confidence of the 
child is gained. 


If there is any physical illness or physical defect, 
e.g. septic tonsils, bad teeth, poor vision or squint, 
poor nutrition, constipation, ete. it must be treated. 
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Drugs like phenobarbitone or other sedatives, ben- 
zedrine, thyroid, vitamins, etc. have to be used in 
a number of cases. But it is very essential to make 
it clear to the parents that the treatment of the 
physical disorder or the use of drugs is only one step 
in the treatment of the child. The cure of the physi- 
cal disorder does not mean that the behaviour pro- 
blem will disappear because it is only a contribu- 
tory factor, quite often a minor factor, in the cau- 
sation of the child’s problem. 

Apart from the fundamental reason that one 
must be sure that one is not treating by psychologi- 
cal means a complaint which has an organic basis, a 
physical examination is carried out for other reasons 
also. The parents, who believe or would like to be- 
lieve that the behaviour problem is due to some 
organic disease, are never satisfied unless a thorough 
physical examination is made. This is particularly 
so in those cases where the presenting symptoms are 
physical e.g. difficulty in breathing, vomiting, fre- 
quency of micturition, etc. It also gives the thera- 
pist an opportunity of making such observations as 
the child’s attitude toward his problem, his beha- 
viour during the examination, shyness, restlessness, 
anxiety, negativism, ete.. During the physical 
examination, it is good to have the parents by the 
side of the child. 

Psychotherapy is the next step in the treatment. 
During the interviews with the child, parents must 
never be present. In the beginning the child is 
reticent. If often happens that he does not know 
the reason why he is brought to the clinic or that 
he is brought there on a false pretext. If ne is a 
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delinquent child he is very suspicious and associates 
the clinic with the police, or the remand home, 
particularly if he is referred by the juvenile court. 
Sometimes, the parents use the clinic or the clinic 
therapist as a threat saying that ‘the doctor’ would 
send him away to a reformatory if he was naughtly. 
It is necessary to relieve his anxiety and suspicion 
by giving him proper explanation regarding the 
type of help the clinic will render him. 


~ Play is the medium through which friendly con- 
tact can be established with children of a younger 
group (below 7 years). If the child insists that 
his mother be present, she may be allowed to re- 
main there at least in the beginning. After some 
time the child is persuaded to allow her to go out 
and this separation is made easier by asking the 
mother to leave her purse or her umbrella, or any 
other belonging so that the child is sure that she 
cannot leave the place without him. If, after some 
time, the child wants to go out and make gure that 
the mother is still there, he should be allowed to 
do so. This behaviour indicates lack of security 
and, in the beginning at least, frequent reassurance 
is essential. 


Once friendly contact (positive rapport or trans- 
ference) has been established, suggestions and 
persuasion may be used to remove symptoms though 
the underlying mental conflict or the offending 
factor in the environment responsible for the symp- 
toms will not be influenced at all. Hence, a relapse 
occurs sooner or later. The child comes to like the 
therapist and positive emotional relationship is esta- 
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blished between them. Through this relationship 
and dependence the child can be persuaded to give 
up his symptoms. Though this method has its limi- 
tations, there is one advantage and that is, that 
even if the symptom is removed temporarily, it gives 
the patient confidence that his problem is a curable 
one. For example, intractable vomiting. which has 
not responded to medicines for a long time 
and the child has lost considerable weight, will 
create in the child’s mind a spirit of defeatism and 
despondency. If by suggestions his vomiting is stop- 
ped even for a day or two, it will create confidence 
in him which will further ensure co-operation from 
him as well as from his parents. (Suggestions and 
persuasion are particularly useful for children of a 
younger age group, i.e. below 7 years, and also for 
children who are a little below average in intelli- 
gence and mentally deficient children.) 


Hypnosis is seldom used. One makes use of 
suggestibility in hypnosis. The objection to its use 
is that the removal of one symptom will be substi- 
tuted by another symptom since the cause is not 
removed. 

Individual psychotherapy of the re-educative 
type is used _ for the older children. “It aims to 
strengthen the person’s ability to deal with real 
life situations, helping him to meet his own basic 
needs, both economic and affectional. Psychothe- 
rapy is designed to affect the total functioning of 
the personality. According to Dr. Nathan Acker-: 
man, it means a person to person relationship, ‘with 
progressive exposure and dissolution of the patho- 
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anxiety at the roots,”* 


There are two types of re-educative psycho- 
therapy or psychoanalysis. 


(i) Supportive psychotherapy: The supportive: 


psychotherapy is the type that is used much more 
frequently than psychoanalysis. In the majority 
of the cases it suffices to bring about recovery. The 
first step is to give enough support to let 
the thoughts and feelings emerge. The child 
is encouraged to talk freely. Listening to his 
talk with patience and understanding goes a 
long way in gaining his confidence. His ex- 
treme sense of shame and guilt connected 
with his problem is made less acute and 
this process brings great relief to him. His self- 
esteem is re-inforced through warmth and friendli- 
ness and encouraging self-dependence. A change 
of the child’s intellectual content is brought about 
either by instilling new ideas or by the re-organi- 
zation of old ones. Efforts are made to bring about 
adjustment to realities. His difficulties are under- 
stood and the therapist in the beginning lends some 
of his own strength to help him face them, When 
he becomes more and more confident, this reliance 
on the therapist is given up and he tries to fight his 
own battles. The satisfaction of being able to do 
so gradually builds up his ego which then is able 
to withstand the realities of the outer world. This 
type of treatment may be summed up as follows: 
“Supportive therapy may be used both to sustain 


*Hamiltom Gordon, “Psychotherapy in Child Guid- 
ance’, p. 124, Columbia University Press, New York, 1948. 
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the patient and members of the family in appro- 
priate ways and to reinforce constructive defences. 
Although psychotherapy is expressed through the 
two-person relationship (‘Direct treatment’ in the 
interview and play interview) in child guidance it 
cannot be confined to this dimension. In child the- 
rapy, since the infantile strivings, stimulations, and 
frustrations are currently going on, the integration 
process may be assisted both by the direct treatment 
of the child and modification of the environment. 
Whenever there is change in conscious adaptations, 
there is probably some rearrangement of unconsci- 
ous functions of the personality.”* 

(ii) Psychoanalysis or deep psychotherapy: This 
type of psychotherapy becomes necessary for very 
deep or serious cases, for example, severe obses- 
sional neurosis. 

The typical Freudian analysis involves fully the 
use of transference and the handling of resistance 
mechanism. It is concerned with the understanding 
and unravelling of the intricate interplay of uncons- 
cious fantasies and real experiences. It aims at 
helping him to understand his own inner psychic 
life and at giving opportunities for forming a new 
‘ego-ideal’, based on new identifications with the 
personality traits of the analyst. But the latter are 
gained by experience and not by direct verbal or 
a didactic attitude. 

This method of treatment, psychoanalysis, is re- 
served for more severe cases which do not respond 
to simpler methods of treatment. It is not used as 


*Hamilton, Gordon, ‘Psychotherapy in Child Guid- 
ance’, p. 155, Columbia University Press, New York, 1948. 


136 


a routine means of treatment, for various reasons. 
In the first place, it is very time-consuming. Very 
satisfactory results are obtained by much simpler 
and shorter methods of treatment. If used as a 
routine form of treatment, the case load cannot be 
dealt with. It is expensive for the parents because 
of length of treatment. The therapist must have 
special training in child analysis and must be ana- 
lyzed himself. Other factors like, intellectual 
retardation, unsatisfactory family conditions, un- 
wholesome social factors are often overlooked 
entirely. 


Play therapy and other expressive therapies: 
Play therapy is the sheet-anchor in the treatment 
of behaviour problems in a child guidance clinic. 
The other expressive therapies of a non-verbal type 
are drawing, painting, modelling, writing stories and 
so on. Play therapy combines treatment and ex- 
ploration or diagnosis. It has been largely developed 
by psychoanalysts like, Malanie Klein, and Anna 
Freud, but their views regarding the procedure or 
technique, particularly regarding interpretation of 
play, vary widely. 


Theories and principles of play therapy: Play 
is one of the basic emotional needs of the child. It 
is through play that the Physical, emotional and 
social growth and development of the individual can 
occur. The theories of play may now be considered. 


Karl Groos suggested that play represents a 
rehearsal of functions which later on will be essen- 
tial for survival. It is a biological function necessary 
for the maturing organs of the body. He later ad- 
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ded that play is a kind of safety valve for the ex- 
pression of pent-up emotions. 


Herbert Spencer looked upon the play of child- 
yen as an outlet for surplus energy. Stanley Hall 
believed that the play of the child passed through a 
series of cycles comparable to that of the evolution 
of the social group. 


Sigmund Freud explained children’s play on 
the basis of the gratification of pleasure principle. 
“In the play of children we seem to arrive at the 
conclusion that the child repeats even the unplea- 
sant experiences because through his own activity 
he gains a far more thorough mastery of the strong 
impression than was possible by mere passive ex- 
perience. Every fresh repetition seems to streng- 
then this mastery for which the child tries.”* 


M. N. Searle defines play as the activity of the 
child which links non-reality to reality, or better, 
which links psychic reality to the external reality. 


In the opinion of Margaret Lowenfeld, “Play 
in childhood is the expression of the child’s relation 
to the whole of life and no theory of play is possible 
which is not also a theory which will cover the 
whole of the child’s relation to life. Play in this 
sense, therefore, is taken as applying to all activi- 
ties in children that are spontaneous and self-gene- 
rated, that are ends in themselves, and that are un- 
related to ‘lessons’ or to the normal physiological 
ls l a a la E 


*Freud, Sigmund: “Beyond the Pleasure Principle”, 
quoted from Bender, Laurer “Child Psychiatric Tech- 
niques”, p. 13, 1952. 
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needs of a child’s own day”. “Play serves as the 
child’s means of making contact with his environ- 
ment. It forms the bridge between the child’s cons- 
ciousness and his emotional experiences and so 
fulfills the role that conversation, introspection, phi- 
losophy, and religion fill for the adult. To the child 
play represents the externalized expression of his 
emotional life and serves for him the function 
assumed by art in adult life”. 


David Levy has been a pioneer in the experi- 
mentation with dolls as a means of therapy with 
children. He has suggested the use of amputation 
dolls of three types: (i) A mother doll — a metal 
amputation doll with clay breasts added; (ii) A 
baby doll which is made of celluloid and is held in 
the mother’s arms nursing at her breasts; and (iii) 
A brother or a sister doll (the sex is made the same 
as the patient) modelled from clay. These dolls can 
be completely dismembered and reassembled, The 
doll may be identified by the therapist as the 
child’s mother, father, or rival sibling and the child 
is allowed to play with it as freely and as des- 
tructively as possible. 


Jealously, heatred, aggression, etc., are expres- 
sed by the child in the form of biting, crushing, and 
destroying (dismembering) the baby doll, or re- 
moval of the breasts and crushing them to pieces. 
Levy has used these dolls with children of ages from 


t Lowenfeld, Margaret: ‘Play in Childhood’, 1935, 
quoted = Bender, L: ‘Child Psychiatric Techniques’, 
p. 13, 1952. 

Bender, L.: ‘Child Psychiatric Techniques’, p. 13. 
Charles Thomas, Springfield, Illinois, U.S.A. 1952. 
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3 to 13. It is particularly in the realm of sibling . 
rivalry that he has perfected this technique. 


Melanie Klein was the pioneer in the use of the 
technique of child psycho-analysis through piay. 
She has described this in her great work, ‘The 
Psycho-analysis of Children’. Her work has fol- 
lowed closely in the line of analytic technique with 
adults, except that it has adapted itself to the special 
needs of children by using the children’s play as 
an expression of the unconscious, in place of verbal 


associations. 


On a low table in the examining room there are laid 
out a number of small toys of a primtive kind — little 
wooden or celluloid men and women, animals, bricks and 
houses, motor cars, toy soldiers, tanks, carts, carriages, 
trains, engines, etc. Even a child who is usually inhibited 
will at least glance at the toys or touch them, and wi 
soon give first glimpse into his complex life by the way 
he begins to play with them or lays them aside, or by his 
general attitude towards them. - 


Klein sums up as follows:— “The more 
primitive nature of the child’s mind makes 
it necessary to find an analytic technique that shall 
be more especially adapted to it, and this we find in 
play analysis. By means of play analysis we gain 
access to the child’s most deeply repressed experi- 
ences and fixations and are thus able to exert a 
radical influence on its development. The diffe- 
rence between our methods of analysis and those of 
adults analysis, however, is purely one of techni- 
que and not of principle. The analysis of the trans- 
ference-situation and of the resistance, the removal 
of infantile amnesias and of the effects of repres- 
sion, as well as the uncovering of the primal scene 
— all these things play analysis does. It, therefore, 
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not only conforms to the same standards of psycho- 
analytic method as do adult analyses, but also 
leads to the same results. The only difference is 


that it suits its mode of procedure to the mind of 
the child.”* 


Anna Freud’s analysis of children differs dis- 
tinctly from Melanie Klein’s. It is largely didactic. 
It has deviated from the classical mode of analysis 
with adults on the supposed ground that the child 
had as yet no super-ego, and this had to be put into 
him deliberately by outside influences. In Anna 
Freud’s opinion children do not develop a transfe- 
rence-neurosis so that a fundamental condition for 
analytical treatment is absent. According to her, 
the child is not prepared to produce new love-rela- 
tionships. Its first objects, its parents, are still its 
love-object in real life and not merely in imagina- 
tion, as in grown-up neurotics. The child has no 
need to exchange the analysts with its parents be- 
cause he does not offer all those advantages in com- 
parison with its original objects. 


She attaches more importance to the initial 
period during which no actual analysis is attempted 
but the time is spent in developing her relationship 
with the child in all sorts of ways. The therapist 
uses every means in his power to win his affection 
and to prove to him what a powerful and useful 
ally he is. In her opinion free association as it is 
used with adults is of no use with children, There 
is a strong positive transference, but negative trans- 
ference is difficult to use and a transference- 


*Klein, Melanie — “The Psycho-analysis of Children”, 
pp. 38-39, The Hogarth Press Ltd., London, 1949. 
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neurosis does not develop. She constantly em- 
phasizes the re-educational aspect of the work, pro- 
viding the child with new ideas and by revising the 
demands which the outside world is making upon 
him. Thus the important factors in the immediate 
environment are not lost sight of in her methods of 
analysis. 


Rogerson*™ writes that play is a means of get- 
ting into contact with the child, and of developing 
a positive relationship with him. The whole play 
situation comes to represent for him a basis of secu- 
rity in which he can give expression to impulses 
and thoughts of which he is afraid. He gains a de- 
finite, free and concrete expression, unconsciously, 
of his deeper attitudes, cravings and wish fantasies 
which is largely denied to him in ordinary life situa- 
tions. There is value of release or freeing the 
child from the tension of pent-up feelings, and of 
thus making him mentally, and no doubt physio- 
logically, more fit to meet the real situation. 


Through play he is liable to dispel his fears. 
There is a reduction in the feeling of guilt. Hatred, 
jealousy, and a desire to destroy are not attitude 
receiving social approval, and even the very small 
child has had ample opportunity to feel the weight 
of this cultural fact. Another outstanding value of 
the therapy is that the child gets opportunity to 
recognize and admit the primitive and hostile emo- 
tions within himself. 


The child’s relationship with the therapist is a 


*Rogerson, C. H.: ‘Play Therapy in Childhood’, Ox- 
ford University Press, London, P. 46, 1939. 
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special one in which he feels able to express many 
forbidden impulses. Contradictory feelings of love 
and hate may therefore be expressed freely perhaps 
for the first time. By expressing them the child 
learns to understand and control them. 

The writer’s thirteen years’ experience of play 
therapy in child guidance practice bears out what 
Rogerson has observed, “There are certain things 
which have been seen to happen. Firstly, the child 
develops a relationship with another individual, and 
secondly, that he gives expression to his difficulties. 
In studying both these occurrences it was observed 
that their special feature is that they are part of 
a play session which is quite detached from every 
day life. The child is able to express his fears, 
his aggressiveness, his guilt in an atmosphere with- 
out a hint of criticism, but with an air at least 
of understanding. He can, thus, on the one hand, 
build up a relationship which is unlike anything 
he has ever had before and in which he can learn 
to handle his jealousy and aggressiveness. On the 
other hand, he can also discover that his fears and 
guilty feelings are not so terryfying as he thought, 
particularly now that they are shared by another 
person. 

“Again and again one finds evidence that it is 
not the interpretation of a difficulty in some other 
terms which causes it to vanish. On the contrary 
the important things are the expression of it and 
the reception of it with understanding and without 
hostile criticism. Many of difficulties which are 
brought forward by the children in their play do 
not require interpretation in order to overcome 
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them.”* 

Other expressive or projective techniques: 
Following Florence Goodenough’s work, ‘The Mea- 
surement of Intelligence by Drawings’, children’s art 
has been extensively used to investigate personality 
factors, intellectual maturation, fantasy and syr- 
bolism and as an adjunct to psychotherapy. “The 
meaningless daubs of the pre-school child are 
directly expressive of his inner life and the dyna- 
mic forces affecting him.”+ 


Clay modelling in one form or another is used 
as an adjunct to psychotherapy by a number of 
therapists. 


Dramatic play acting is another form of ex- 
pressive technique in which children work out their 
inner conflicts in an external field, thereby lessen- 
ing the tension resulting from conflicts and diminish- 
ing feelings of guilt or anxiety. Moreno developed 
the technique of Psychodrama in which a group of 
children act out various social situations. 


Frank Curran has described a method of group 
catharsis by play-acting. The boys produced and 
acted their own plays, and group discussion was 
held afterwards with the psychiatrist, who followed 
up later any leads given in individual interviews. 
The subjects chosen were illustrative of the boy’s 
problems, mainly of aggressiveness in home, school 


*Rogerson, C. H.: ‘Play Therapy in Childhood’, p. 61, 
Oxford University Press, London, 1939. 
_ Alschuler, Rose H. and Hattwick, LaBerta W.: ‘Paint- 
ing and Personality,’ 1947, quoted from Bender, Lauretta: 
‘Child Psychiatric Techniques’, p. 36, Charles C. Thomas, 
Mlinois U.S.A. 1952. N 
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or hospital, and he found that children admitted to 
aggressiveness more freely in the group and were 
able to bring up more intimate problems. In other 
words, principles of group therapy were applied. 


In recent years group therapy has come into 
prominence. It is a valuable form of therapy in 
which there is a release of feelings and inhibitions 
which were more freely expressed in the presence 
of other children, and the realization produced that 
other children have similar feelings. A further ad- 
vantage is the reaction of the family set up enabling 
the participants to re-enact sibling rivalries in the 
group situation. 


The whole subject of play and other projective 
techniques may be summed up thus: “These tech- 
niques bring about a view of psychotherapy which 
entails an understanding of the child as a social in- 
dividual in a society and in his own family. Such 
psychotherapy must deal with his emotional pro- 
blems as they develop in a new emotional (thera- 
peutic) situation. He must be considered also as 
a growing individual with maturation levels which 
need to be understood and dealt with as they arise 
(sometimes with special intellectual or motor dis- 
abilities that require special training). He must 
likewise be regarded as an integrated individual 
capable of expressing himself creatively in diffe- 
rent media or play situations by a repetition of 
meaningful and revealing patterns. The final effort 
is to bring him to where he is capable of arriving 
at a new level of social adaptation, biolcgical matu- 
ration, and integrated behaviour due to new experi- 
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ences and insight permitting greater self-fulfil- 
ment.”* 


Change of environment as treatment: One: of ~ 
the principal objects of treatment is to help the 
child make adjustment to the demands of his envi- 
ronment, Since some of the commonest causes of 
behaviour problems are to be found within the en- 
vironment it is easy to understand why change of 
environment can be a very effective method of treat- 
ment. The child is removed from an environment 
full of tension resulting from frequent quarrels bet- 
ween parents, released from overstrictness and ex- 
treme regimentation of rejecting parents, from the 
jealousy of his brothers or sisters, or from any other 
offending factor in the environment responsible for 
the child’s misbehaviour. Thus by removing child 
from his environment one can alter at one stroke 
all the aspects of family life which were apt to bring 
about maladjustment. The very simplicity of this 
method of treatment tempts the therapist to use it 
frequently, but it should be borne in mind that it 
should not be used indiscriminately and un- 
necessarily. Removing the child from his en- 
vironment may bring about temporary disap- 
pearance of his symptoms but it does not 
affect the underlying emotional conflicts which 
brought about his behaviour problem. If he 
is brought back after some time to the same envi- 
ronment, a relapse is likely to occur. The separa- 
tion from parents is a traumatic experience, parti- 
cularly as it involves the withdrawal of libidinal ties 


*Bender, L.: ‘Child Psychiatric Techniques’, p. 15, Char- 
les ©. Thomas, Minols, USA, 1952.0 V S” 
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from existing objects and their transference on to 
new persons. It may be regarded as punishment 
and the child’s hehaviour may become more diffi- 
cult. 

~ Placement should be done with discrimination. 
There are definite indications for it. They are, (i) 
when it is not possible to modify the faulty paren- 
tal attitude or neighbourhood environment; (ii) 
when the behaviour is more than the neighbour- 
hoed can tolerate — especially delinquent behavi- 
our, like, stealing, sex misdemeanour, setting fire 
to things; (iii) when the parents themselves are too 
ill to know their own condition — suffering either 
from severe neurosis, psychosis or mental defect; 
(iv) when the home has been broken un due to dis- 
harmony between parents. 


Types of Placements: (1) Foster Home; (2) 
Intitutional, Boarding School, and Orphanages. 


Foster home placement is a difficult problem. Inv 
our country this aspect of placement is not deve- 
loped at all. Foster home placement is not just 
placing the child with a couple who are paid for 
the child’s boarding and lodging. It involves many 
complex factors which cannot be discussed in a 
work of this kind. They are discussed fully in books 
dealing with techniques of social case work. 

_In foreign countries foster home placement is 
largely done through the local educational autho- 
rities. There is a Foster Home Register which 
specializes in the finding of suitable homes for diffi- 
cult children. 


A home environment disastrous to the child’s 
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development may necessitate his placement in a 
suitable boarding home. Persons in charge of such 
institutions must be stable, understanding, intel- 
ligent and co-operative, and capable of taking over 
the child’s re-education and further training along 
the lines prescribed by the therapist. 


School’s part in changing the behaviour: After 
the home, the next most important factor in the 
environment is the school. The child spends at 
least eight to nine of his formative and most im- 
pressionable years in school. It is found that con- 
ditions in the school in some way often contribute 
to the child’s problem. Faulty methods of teach- 
ing, language difficulty (particularly in our country 
where there are so many regional languages, and 
choice of the medium of instruction is difficult), 
faulty attitude of teachers (like overstrictness, 
punishment, etc.), leading to unhealthy teacher- 
pupil relationship, failure to assess a child’s mental 
ability correctly so that too much or too little is 
expected of him, etc., are some of the factors which 
may cause a behaviour problem. Problems like, 
lack of concentration, day-dreaming, mischievous- 
ness, restlessness, backwardness at studies inspite 
of good intelligence, truancy, etc., are often not 
understood by teachers. Visits by the social worker 
(or even by the educational psychologist) are under- 
taken to discuss the problem from various angles 
like, the home background of the child, his intel- 
ligence, the personality of the child, teacher-pupil 
relationship and so on. The social worker must 
appreciate the teacher’s difficulties in dealing with 
the abnormal child. It should be remembered that 
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the school is essentially meant for normal children. 
The teacher or the principal of the school must 
not feel that they or their methods of teaching are 
being criticized. If the psychological nature of the 
child’s problem is properly explained to the teacher, 
it should not be difficult to enlist the teacher’s full 
co-operation. 


Sometimes nothing short of changing the 
school will help the child. It becomes necessary 
particularly when he has acquired a bad name, 
because his behaviour has affected other children, 
or where it is felt that he is not suitable for aca- 


demic training but would do well if he were in a 
technical school. 


In this connection, one may mention about the 
placement of a child in The Camp School advocated 
by Edelston in his book, ‘The Earliest Stages of 
Delinquency’.* 


He explains: “This is a residential school, 
corresponding more or less to the boarding school 
of the well-to-do, placed some thirty miles away 
from the town, out in a pleasant part of the 
country. It is staffed and (partly) managed by the 
local educational authority, which used it mainly 
for children physically under par or for social 
problems detailed above. It has a total accommoda- 
tion of 200 children of both sexes—ages vary from 
6 to 15. The children arranged for educational 
work in smaller classes than is usual in the ordi- 
nary school and there is more emphasis on outside 


a co ene 
*Edelston, H.: ‘The Earliest Stages of Delinquency’, 
p. 175, E. & S. Livingstone Ltd., London, 1952, 
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work and much more social training. Outside the 
time-table activities are perforce numerous. The 
children generally have a choice of activity: walk- 
ing for exercise, interest, and health, excursions to 
places of interest, swimming and paddling, field 
games, dancing, dramatic work, indoor games and 
so on. There are ‘clubs’ for seniors; woodwork, 
dancing, music, etc.. 


“Here is the headmaster’s description of his 
methods: ‘For remedial treatment of maladjust- 
ed children we have a studied type of discipline 
and a system of ‘families’ by which every member 
of the staff (welfare, nursing, and teaching) is in 
close contact with a small group for free conver- 
sation, confidences and troubles, birthday parties, 
and for that general sense of ‘belonging’ to an adult 
which no child can do without until very late adole- 
scence. It is his or her fundamental necessity and 
the best antidote to homesickness we have been 
able to devise.’ 


“More precisely about his discipline he writes, 
‘An attempt is made to make children take up a 
natural attitude to adults—respectful and un- 
repressed. Conditions have to be free—it is home 
as well as school, but we try to get a happy work- 
ing atmosphere with careful consideration for the 
needs of others and respect for property and work 
—anybody’s work. We use corporal punishment 
with great discretion and reluctance, but where 
necessary, effectively..—This is the headmaster 
who was more than eager and found it very help- 
ful to work in close co-operation with the child 
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guidance clinic.”* 


I. Family attitudes as a focus of treatment: 
Attitude therapy to parents: We have seen how 
Faulty parental attitudes such as overprotection, 
rejection, unnecessary and unfavourable compa- 
risons, overstrictness, punishment, judging the 
child from adult standards, etc., have been highly 
important factors in the causation of behaviour 
problems. It is obvious how imperative the need 
for correcting these faulty attitudes is. The methods 
used for this purpose in clinical and case-work 
practice are direct education, interpretative treat- 
ment and relationship therapy, i.e., establishment of 
a close relationship between parent and therapist 
or parent and the social worker. 


The child’s problem must be properly formu- 
lated to the parents frankly but tactfully in simple 
and understandable language, without giving them 
an impression that they are being criticized. Faulty 
notions about heredity, superstitions and pseudo- 
scientific and ill-digested ideas gathered from popu- 
lar literature, have to be corrected. 


In a child guidance clinic it is the task of the 
social worker (or the psychiatrist) in co-operation 
with the parents and others to make all those 
necessary changes in the environment which the 
child cannot make for himself. After gaining the 
confidence of the parents, if necessary by a preli- 
minary home visit, the next step is for the social 


*Edelston, H.: “The Earliest Stages of Delinquency’, 
p. 175, E. & S. Livingstone, Ltd., London, 1952. 


151 


worker to give some explanation of the methods of 
treatment employed. Unless this is explained -pro- 
perly, some parents are likely to get an impression 
that they are wasting their time by bringing the 
child to the clinic where they do nothing but play. 
Slowly and tactfully, the parent is shown the con- 
nection between his faulty attitude and the child’s 
problem and attempts are made to modify, if not 
change, that attitude. Often it is found that this is 
a difficult task. The reasons why a parent cannot 
change his faulty attitude may lie in the parent’s 
own personal life, either his own unhappy child- 
hood or he is suffering from a severe neurosis or a 
psychosis. In handling such parents (not psychotic 
parents) the social worker needs to exercise con- 
siderable skill and tact in dealing with the diffi- 
culties of relationship which may arise out of the 
transference situation. Thus it is highly desirable 
that the social worker should herself have been 
analyzed. She must take special care about not 
making her client dependent on her and must be 
careful about any counter-transference developing. 


One cannot hope to attain a good readjust- 
ment of a maladjusted child unless the etiologically 
active unhealthy parent-child relationship persists 
unabated. 


In some cases the parents themselves are so 
ill—suffering from a severe neurosis or a psychosis 
—that no efforts will avail to bring about a change 
in their attitude towards the child unless they are 
psychiatrically treated. The best course is to refer 
them to an adult psychiatric clinic or hospital. 
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Case conference: Every fortnight there is a 
conference of members of the staff. Each member 
of the staff presents the angle from which he or 
she has studied the child and there is pooling of 
the data so collected. Ideas are exchanged, the case 
is discussed from all aspects and a line of treat- 
ment is evolved. As said before, the treatment 
is carried out by a team of workers. Without these 
case conferences, team work can scarcely be said 
to exist, and the case would be handled rather 
arbitrarily by one or other of the workers. 


Follow-up work: When the case is closed after 
the child’s abnormal behaviour has disappeared, a 
follow-up of the case is essential because the child 
may have a relapse or the parents may still need 
periodic advice and encouragement. It will also 
reveal whether the treatment has been sufficiently 
effective to maintain the cure for a long time. From 
the research point of view also every case should 
be followed up by at least one visit after a reason- 
able interval has elapsed since the termination of 
treatment. ‘A series of such follow-up visits should 
be made, say one at the end of six months, and two 
more at intervals of a year. Only in this way can 
the permanent value of the work be ascertained.’ 


*Burbury, W. Mary; Balint, Edna M. and Yapp, Brid- 
get J.: pp. 176-177, ‘Child Guidance’, Macmillan & Co. Ltd., 
London, 1947. 
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